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THE RETICULOCYTE COUNT IN MALARIA AND 
KALA-AZAR AND ITS SIGNIFICANCE 


T. BHASKARA MENON, (Mad.), (Lond.) 


ib. R. ANNAMALAT, t.aes.s.a. ( Lond. ) 


With the discovery that immature red blood cells 
possessed a reticulum that could be demonstrated 
by vital staining, the study of these immature cells or 
reticuloeytes, in various types of anemia, naturally 
followed. Extensive studies in pernicious anemia 
showed that a count of this type of cell is the best 
index of the activity of the bone marrow. Studies of 
the reticuloevte behaviour in tropical anwemias were, 
however, made in isolated instances and no definite 
correlation has yet been reached.  <A_ high reticulo- 
cvtosis has been recorded mostly in malaria and post- 
malarial anemia, by many workers. Thus Youne 
and BerGLanp (1929) report a count of 23% in a case 
of untreated tertian malaria, while Sarkisson has gone 
a step further and regards the high reticulocytosis as 
of diagnostic value. High counts have also been 
recorded by Brnuamou (1933). Macuwitapze and 
Kurpanova (1933) attach a diagnostic value to the 
rise during the stage of treatment with quinine. 
Recently Greta (1934) has reported a case of post- 
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malarial megaloeytic anemia with a very high count 
where the parasites had disappeared from the blood. 
On the other hand, Tarverer, Epsters and 
report normal counts in chronic malaria without 
fever; here the count was little altered by treatment. 
Farrtey and Bromriecp in a series of studies in clinic- 
al cases and also in experimentally induced malaria, 
noted a slight rise in the reticulocyte count after six 
to ten days of specific treatment, while the counts 
They hold that the 


reticulocyte response depends on the severity of thie 


were normal before treatment. 


anemia and is proportional to the count of the red 
blood cells. 

When we turn to Kala-azar, the only recorded 
studies we could find on the reticulocyte behaviour are 
those of Naprer and SHARMA (1933). They found the 
mean reticulocyte count in 47 cases to be just over 
2.07%. However, they counted only the young reti- 
culoevtes with a well-developed reticulum and so they 
suggested that, if all the reticulocytes were included, 


Vol. IV 

| 


360 


their counts ought to be 40% higher. With regard to 
the effect of treatment with antimony, they recorded 
that the reticulocyte count gradually fell, till it 
approached the normal figure of 0.6% in their series. 
In order to determine the reticulocyte behaviour in 
untreated cases of malaria and kala-azar and also to 
note the effect of specific treatment, we carried out 
a study of a series of cases admitted to the Govern- 
ment Rayapuram Hospital, Madras. 

Since the technique of reticulum staining has not 
yet been standardized, we felt that it was essential to 
try different methods, before our results could be 
regarded as of any value. Three methods of staining 
were carried out with a view to determine the best 
of these that gave the highest counts. 


In the first instance, the method used was that 
of preparing special slides, by allowing a drop of a 
saturated alcoholic solution of cresyl blue to spread 
on the slide so that a thin uniform layer of the stain 
was left on the slide when the aleohol evaporated. 
A drop of blood was then taken on the prepared slide 
and examined under a cover slip two minutes after. 
By this time, the dve had dissolved in the serum and 
had stained the cells. This method of staining, we 
found, had obvious disadvantages. Many red blood 
cells were clumped together, and so counts were diffi- 
cult. The dye. in some instances, had not completely 
dissolved in the serum and so the red blood cells were 
not uniformly stained and some were unstained. 

In order to obviate the first error, we carried out 
a modification in a series of cases, using the same 
prepared slides and the cover glass technique. After 
the staining under the cover glass had gone on for 
two minutes, the whole cover slip was pushed across 
the slide from one end to the other so that a film of 
stained blood was obtained. With this method, we 
found that rouleaux formation could be avoided and 
counts could easily be made, but here the staining was 
not uniform since it depends on the rapid and easy 
solution of the dye in the serum. 


We, therefore, decided to try staining the blood in 
au pipette. A hemocytometer was unnecessary, since 
very exact measurements were not essential. A drop 
of the stain (1% watery solution of, cresyl blue) was 
first drawn up into an ordinary Wright’s pipette with 
a long narrow tube and a teat and immediately after, 
one drop of the blood followed. The mixing of the 
stain and the blood was effectually carried out in the 
pipette itself by moving the columns up and down 
gently for half a minute, after which an ordinary film 
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was made and examined. Good results are not obtain- 
ed if the capillary tube is too stout or if an air bubble 
gets in between the staim and the blood. The mini- 
mum length of the capillary tube should be two 
inches. The stain should invariably be taken up 
first, since otherwise the corpuscles get broken up and 
no proper staining The 
success in the staining depends on the mixing of the 
blood with the stain. The ideal should be to stain 
the cells lightly enough to bring out the reticulum. 
If the stain is allowed to mix for a longer period than 
half a minute, the red blood cells become erenated 
and stained deep blue, so that the presence of a 
reticulum be overlooked. This method has 
certain other advantages besides a more uniform 
It was found that various alterations in the 
noticed by 


results. whole secret of 


may 


staining. 
intensity of staining, which have been 
other observers and also by ourselves; when using 
prepared slides, were not met with in this method. 
A comparison of the three methods under discussion 
showed that the counts obtained by the last method 
were nearly twice as high as the first two, since all 
the reticulocytes in the drop were stained by a more 
uniform contact with the solution of the dye. For 
counting, an Ehrlich’s eyepiece is not necessary but 
an ordinary eyepiece is quite satisfactory if two 
small pieces of hair are stuck on at right angles to 
the stop inside the eyepiece. The field is thus divid- 
ed into four quadrants and counting is quite easily 
earried out. Twenty fields of a hundred cells each are 
counted and the total gives the number of reticulo- 
cytes in proportion to two thousand. With a little 
practice, the density of a field of a hundred cells can 
easily be made out and the counted in each 


quadrant until a hundred cells are completed. 


cells 


The reticulocyte count in untreated cases wes 
first studied. In acute malaria. the counts were re- 
corded only in those cases where parasites were 
demonstrated. In chronic malaria, the history of 
finding the parasites at some time previous could be 
obtained in some of the cases, while in others, there 
was a history of repeated bouts of fever, brought down 
with quinine and kala-azar had been excluded clinieal- 
lv and by laboratory tests. In kala-azar, the diagnosis 
was, in most cases, based on clinical findings, the 
absence of malarial parasites from the blood, and the 


The 


presence of a positive gel and stiburea test. 
parasites were demonstrated by spleen puncture only 
in a few doubtful eases, since the Madras school of 
physicians do not usually favour this procedure. 
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‘ee It will be noticed that, in ten cases of acute Cases of kala-azar gave, on an average, a count 
malaria (Table 1) the average reticulocyte count was _ of 3.62%, with 7.9% as the highest and 1.5% as the 
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that cases of kala-azar gave higher counts than cases 
2.2%, and 0.5% respectively. Seven cases of chronic 


are 
lo- 


malaria (Table II) gave higher counts, averaging CHART 2 
tle 


3.59%. Another feature that is shown from a study 
of Table I is a lack of correlation between the reti- 
culoeyte count and the degree of anwmia, as judged 
by the R.B.C. eount. 
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phagocytic activity, so that the normal  erythro- 
eytes are destroyed. <A condition similar to an 
acquired type of hemolytic jaundice would — result. 


of acute malaria, but with chronic relapsing malaria, 
the counts were more or less similar. 
The effects of treatment were studied only in very 
few cases. In three cases of malaria, the effect of ; m= 
quinine was followed. In all the three, there was a 
noticeable rise about four days after the administra- 


CHART 3 
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Case III. Ponnurangun: M. T. B. T. Malaria. The reticuloeytosis that we have recorded both in acute 


and chronic malaria ean only be looked upon as a 
tion of quinine. The results are plotted in the 
following charts 1, 2 and 3. ‘Two eases of kala-azar 
were followed up with regard to the effect of treat- 
ment. In both, the reticulocyte count fell and gradu- 
ally came back to normal as shown in charts 4 & 5. 
It will be noticed that these results are more or less 
in agreement with those of Farrtey and 
for malaria and those of Naprer and Sarma for kala- 


CHART 5 


azar. 


Discussion 


It will be noticed, that though cases of malaria 
gave higher counts than normal, none of these cases 
gave the very high counts recorded by Grete. The 


Reticuloeyte per cent. 


question arises, whether these cases of post-malarial 
anemias, with high reticulocytosis recorded, are really 
due to the effects of malaria or some other factor. 
In Greia’s case, the malarial infection had died down 
and no parasites could be demonstrated in the blood. > 
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there is an overactivity of the spleen, an abnormal puncture + 
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reaction to the hemolysis. The cases that were 


followed up are too few for any definite inference. 
Cases of kala-azar gave, on the whole, higher counts 
than those recorded by Naprer and SHarma. The 
definite fall during treatment observed in two cases 
may have some diagnostic value, but our observations 
are too few. It seems reasonable to assume that the 
anemia in kala-azar is due to the overerowding of the 
reticulo-endothelium and that the 
hemopoietic tissues come back to normal when the 
parasites are destroved by the drug. Studies on the 
changes in the bone marrow in human cases by 
MeE.LENy (1924) and also by Dr (1933) and in experi- 
mentally infected monkeys by SHorrr (1924), hamsters 
by Hv (1933) and squirrels by Cuuna and Cn’rn 
(1934) have all shown that there is an endothelial 
hyperplasia of the bone marrow due to the multiplica- 
tion of the parasites. The disturbance and reduction 
of the myelogenic and erythrogenic tissues are probably 
correlated to the leucopenia and anemia of kala-azar. 
The reticuloeytosis in this dvshemopoietic anemia 
may be the result of abnormal stimulation of the 


with parasites 


ervthrogenic tissues. 


StuMMARY AND CONCLUSION 


1. Studies on untreated cases of malaria have 
shown that the reticulocyte count in such cases is 
slightly higher than the normal. The count is general- 
lv higher in ehronie relapsing malaria than in acute 
attacks. 


2. No definite relation could be made out in un- 
treated cases between the reticuloeyvte count and the 
count of the red blood cells. 
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3. Some evidence is brought forward to show 


that cases of untreated kala-azar gave, on an average, 
higher counts than acute malaria. 


4. The reticulocyte behaviour in malaria and 


kala-azar is regarded as due to the action of two 
differing mechanisms; in the former, a hwmolytic ane- 
mia is followed by a reaction of active hemopoietic 
tissue, while, in the latter, there seems to be an 
irritation of the displaced and compressed erythrogenic 
invasion of the reticulo-endo- 


tissue, by parasitic 


thelium. 
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STUDIES ON THE BIOCHEMISTRY OF CEREBROSPINAL FLUIDS 
OF EPIDEMIC MENINGITIS IN INDIA (1933-34) 


S. HAZRA, 


(From the Laboratories of — Biological 


Research and Experimental Therapy. 


Bengal Chemical & Pharmaceutical Works Ltd., Calcutta) 


Subsequent to bacteriological examination of the 
cerebro-spinal fluids (13, 14), a few bio-chemieal tests 
were carried on with them, where the quantity allowed 
of such examinations. Fifty-seven samples were 
examined all of which were obtained from clinically 
diagnosed cases of cerebro-spinal meningitis and from 
about 85 per cent. of which we were successful in 
isolating meningococcus. 

The following is the detail of the experiments, 
the results of which are shown in Protocol I. 


1. Estimation of Glucose. The reducing sub- 
stance in cerebrospinal fluid is mostly, if not entirely, 
Maclean’s method was employed for its 
On analysing the figures in Protocol 1, 
we find that in 82.5 percent. of the the 
amount of glucose is between 16 and 380 mgm. per 
100 ¢.c. and in 10.5 per cent. it is completely absent. 
Values higher than 30 are very few and of these the 
It is remarkable that we did not get 
intermediate and 16. The 
results support the view that in meningitis, there is 


glucose. 
estimation. 
cases 


highest is 55. 
any value between 0 
often great reduction of glucose and sometimes com- 
plete This observation was reported by 
Koprerzky, Levinson and (7, 10). 
li normal cases we hardly get values lower than 45. 
it is said that glucose disappears rapidly from infected 
fluids but only slowly from sterile fluids kept in the 
The fluids collected by us were kept in 
A consideration of the 


absence. 
others 


laboratory. 
cold, free from contamination. 
factors governing the fall of sugar content in menin- 
gitie tluids reveals very interesting facts. It has been 
observed by Patterson and others (1, 6) that with 
persistent hyperglycemia, as in diabetes mellitus, 
cerebrospinal fluid sugar also is raised. So in menin- 
gitis, with the increased intracranial pressure tending 
tc raise the blood sugar what we would expect is a 
rise of the C. 8S. F. sugar. But as GrRrENFIELD 
(4) points out, this is counteracted by other factors 
tending to diminish the sugar and the sum total of 
all these is ultimately a fall of the sugar content. 


They are, (a) breaking up of the glucose as soon as 
it reaches the cerebrospinal fluid from the blood by 
the glycolytic ferments set free by dead polynuclear 
cells and (b) utilisation of the sugar as food by the 
organisms in the fluid, as is evident from the forma- 
These will explain how, in 
with 


tion of lactic acid. 


meningitis, hyperglycemia may co-exist hypo- 
glycorrhachia. It is indeed a matter of regret that 
we could not get the blood sugar reports of the identi- 
cal cases at the same time, for actual comparison. 

2. Estimation of Chlorides. 
method was employed for the estimation of chlorides. 
A critical study of the results obtained, reveals that 
in 92.9 per cent. of the cases the amount of chloride 
does not exceed 700 mgm. per 100 ¢.c. In 66.1 per 
cent. the are even below 636. The lowest 
figure obtained is Values higher than 700 
(between 701 and 765, i.e., normal) are obtained in 
Thus, the amount of 


values 
575. 
7.1 per cent. of the cases only. 
chlorides is, as expected, below normal in nearly all 
the cases, though not to the same great extent as we 
find in tuberculous meningitis, where values of 500 
and thereabouts are more commonly found. The 
importance of estimation of chlorides in the cerebro- 
spinal fluid cannot be denied, as the sudden reduction 
is said to be diagnostic of meningitis. According to 
Lryper and (5), diminished blood chloride 
is the most important factor in causing a fall in the 
C. 8. F. chloride. In acute meningitis there is often 
a loss of electrolytes due to continued vomiting and 
high fever, giving rise to hypochloremia. Another 
factor advocated, is the increase in meningeal perme- 
ability, in meningitis, for which the normal ratio 
between blood chloride and C. 8. F. chloride (roughly 
1:1.25) is disturbed. 

3. Estimation of Urea. Arciter’s modification 
of Folin’s Urease method (1) was utilised for the 
estimation of urea. The results show that in 74.6 
per cent. of the cases the amount of urea is between 
30 and 55 mgm, per 100 ¢.e. and in 16.1 per cent. 
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it is between 60 and 70. In the 
cases, the values are even higher than 70. Not a 
single case shows a figure lower than 30. Thus we 
find that in a considerable number of cases the urea 
contents of the cerebrospinal fluids tend to be higher 
This is contrary to what is reported by 


9.3 per cent. of 


than normal. 
Harrison (1) according to whom, there is hardly any 
change in the urea content of the cerebrospinal fluid 
in meningitis. He based his report chiefly on the 
findings of GREENFIELD and CarMIcHAEL. But works 
oi other western observers as Nonne, Levinson and 
PLaur (7, 3) show an increase of about 50 per cent. 
over the normal in the urea coutent of C. 8S. F., in 
ineningitis. 

An attempt to explain this increase in the urea 
content of the fluids will be hardly worth while at this 
studies in our 


elaborate 


stuge as it requires 
However, it is 
remember that urea is a highly diffusible substance 
and the urea content of the blood and various body 
fluids is practieally uniform so that an increased blood 


countries. very important — to 


urea runs side by side with an increased C. 8S. F. 
urea. Generally speaking, during the epidemics of 
cerebro-spinal fever in our countries, most 
cuses are associated with various complications and 
the mortality rate is also high. Thus severe 
anhydremia by repeated vomitings, failing circula- 
tion, damaged kidney, severe convulsions and so on 
may be some of the factors which tending to raise the 


very 


blood urea, also cause an increase in the cerebrospinal 
fluid urea, in meningitis. 
4. Estimation of 


protein 


non-protein nitrogen, Non- 
the nitrogen of urea, 


aminoacids 


nitrogen consists of 
uric acid, creatinine, creatine, ammonia, 
and the nitrogen of other nitrogenous bodies termed 
as undetermined.’’ Folin’s method was employed 
for its estimation. The results show a great range of 
variation in the amount of N.P.N., present in the 
cerebro-spinal fluids, the majority (64.3 per cent.) 
being between 30 and 50 m.gm. per 100 ¢.c. In 17.8 
per cent. values are higher than 50 and in 17.9 per 
cent. they are below 30, the lowest being 17. If we 
remember that 60 mgm. of urea correspond to 28 
ingin. of nitrogen, we find that urea nitrogen accounts 
for about 35 to 70 per cent. of the non-protein-nitro- 
gen in all the cases excepting three, these being 82% 
in sample No. 63, 78% in 4N, and 83% in H25. It 
are generally 
LEvINson and 


is to be noted that similar results 
obtained from experiments on blood. 


NonNe (7, 8) observe that there is usually an increase 


CEREBROSPINAL FLUIDS 


of the 
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of about 30 per cent. over the normal in the N.P.N. 
content of C.S.F. in 
relation of the nitrogen content of the blood and C.5S.F. 
Beaumont and Dopps (3) have noted that urea and 
N.P.N. contained in the blood and C.S.F. of the 
same patient do not always correspond though when 


meningitis. Regarding the 


the blood figures rise the fluid figures also increase. 

fhus they have reported cases in uremia with an 
N.P.N. content in the C.S.F. 
100 ¢.c. and others without uremic symptoms where 


the fluid contained even 200 mg. 


of only 68 mg. per 


per 100 c.c. 


11). 
devised, of which 


Colloidal reaction (8, 


Several colloidal tests 


Lange's gold 


have been 
Lange’s colloidal gold test is said to be the most sensi- 
tive; so, this was carried on in our laboratory. Norma! 
cerebro-spinal fluid causes no alternation in a colloidal 
ot gold 


with cerebro-spinal fluid from cases of (a) G.P.1., (b) 


gold solution while precipitation may occur 
syphilis of the central nervous system and (¢) menin- 
Also the remarkable fact that in each case the 
range of 


gitis. 
maximum precipitation occurs at different 
dilutions, notwithstanding some amount of overlap- 
ping, is very convenient for the differential diagnosis of 
The dilutions of the C.S.F. 


in number varying 


the above conditions. 
used in our experiments are 11 
from 1/10 to 1/10,240, so that the ratio of each to 
The result of 


expressed 


the successive one is as 1 is to 1/2. 
the reaction in of the dilution is 
numerically after CrurcKSHANK from 0 to 5, 0 denoting 
no precipitation and 5 denoting complete precipita- 
tion; the intermediate precipitations are shown by 
alteration of the colour of the gold solution from red 
to blue and are indicated by the figures 1 to 4. In 
G.P.T. 


consits of maximum precipitation in the lower dilu- 


each 


the reaction which is said to be “ paretic ”’ 
tions which gradually diminishes with higher dilutions 
and generally becomes nil at the highest two. Here 
the reaction starts at the dilution of 1/10. In syphilis 
of the central nervous system precipitation begins at 
dilution of 1/20, becomes maximum at 1/80 or there- 
abouts and sharply falls to nil so that there is general- 
ly no reaction in the highest 4 or 5 dilutions. This 
type is known as “‘ Juetic’’ or ”’ tabetic.’’ As 
regards the third tvpe of reaction, known as “ 
gitie,’’ precipitation first occurs at the dilution of 1/89 
dilutions 


menin- 


or thereabouts, is generally highest at 
between 1/320 and 1/640 and gradually diminishes to 
nil at the highest 2 or 3 dilutions. This type of re- 
action is often found in acute meningitis. According 


to the observations of GREENFIELD (4) with normal 


; 
» 
| 
| 
Be 


366 HAZRA BN ‘AL 


cerebro-spinal fluid, the highest reaction obtained can 
be numerically expressed as 00111000000 indicating no 
precipitation in most of the dilutions but a very slight 
one in the dilutions 1/40, 1/80 and 1/160. Rare cases 
may show reactions where it is rather difficult to 
judge one type from the other with surety. An ana- 
lysis of our experiments show that from 46 cases out 
of 57 (i.e. 80.7%), we have obtained ‘* meningitic ’ 
response. 5 cases (i.e. 8.8%) show “ paretic ’” re- 
action; and precipitations obtained from the remain- 
ing 6 (i.e. 10.5) conform to no type which we have 
called here atypical; in most of these there is some 
amount of precipitation in all the dilutions. The 
results, on the whole, show that the value of colloidal 
gold test alone in diagnosing meningitis is doubtful. 
It may also be noted that none of the fluids has shown 
“* luetic ’’ response, which probably suggests indirect- 


5, Corourtess 
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O,ORIGINAL RED 


LANGE’S COLLOIDAL GOLD 


blood to normal C.8.F. a response similar to a menin- 
gitie curve may be obtained has been made use of in 
the interpretation of the meningitic reaction. It is 
said that in meningitis there is leakage of serum 
proteins causing precipitations of gold from the colloid- 
al solution. 

The reactions may be graphically represented by 
curves. We give here a chart showing graphically 
the mean values of the meningitic paretic  re- 
actions which we have actually obtained. The aty- 
pical reactions are not represented as the values 
widely differ from one another. 

Finally, we would say that we always realised the 
importance of other tests with the fluids, specially the 
estimation of total protein, which we could not carry 
out for want of sufficient amount of cerebro-spine! 
fluid in our possession. 


REACTION 


e—e Kepresents mean values of the 
meningitic reactions (46 samples) 


Lliepresents mean values of the 
paretic reactions (5 samples). 


REACTION — 


8400 


DILUTION — 


ly the greater importance of this test in the diagnosis 
of syphilis of the central nervous system, where 
persistent luetic reaction is only said to be found. 

I'he fact that on addition of a minute quantity of 


i 
3Z0 640 1280 7560 10240 


In conclusion, my sincere gratitude is due to Dr. 
A. K. Sen, the Director of our laboratories for his 
kind help, guidance and permission to publish this 


paper. 
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mgm. per 100 c.c. 


Non-protein Colloidal Gold 


Sample No. Sugar Chloride Urea Nitrogen Reaction 
71.N, 17 627 50-2 50°2 0124442200 AT 
63 19 670 50-9 00113442100 M 
61 N, 0 600 82°5 45555542100 P 
13 (Bed) 20 724 55°5 50-1 00114552000 M 
Ext. 1N 20 610 12°3 15 00125552100 M 
70 N 19 575 45°3 00454553210 M 
12 20 597 ro 24-4 22013332100 A 
Ext. 

IV (Bed) 19 603 36°2 30 00144431000 M 
56N 23 732 35-4 26-5 00145531100 M 
Ext. TI 17 597 52:2 14 00055522000 M 
59 18 669 15-4 63-9 00025542100 
TN 23 740 66-4 46-4 00144422000 M 
14.N. 17 603 44-4 39-8 00144421000 M 
67 N. 607 29-8 00023544200 M 
Ext. 1 20 610 65-2 41°7 00023331100 VI 
Ext. 1N, 31 643 42-8 40°6 01002442110 M 
SN, 52-4 00033311100 M 
i3N 29 620 47-2 33-7 02444444400 A 
65 N 20 is 35-5 00123443100 M 
25 665 34-2 32°6 00013333100 
HON, 27 575 6-2 25-2 00013332100 M 
63 20 642 30 17 00035531100 M 
62.N_ 23 577 33°71 24-8 00024422100 M 
0 618 92-4 (00001444200 M 
10N. 21 652 15-8 47°7 92555555551 A 
a 19 620 16°8 66-4 55555543100 P 
LN, 22 633 40-2 3 00003555100 M 
6N 20 607 a 38-1 45555555200 P 
Ext. 30 677 49-1 33:3 83555555552 A 
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Protocot I. 


ingm, per 100 c.c. 


Non-protein Colloidal Gold 


Sample No. Sugar Chloride Urea Nitrogen Reaction 
Bed 2 29 680 64-2 17-5 00013333100 M 
Ext. II 55 672 15-1 37-2 00024441100 M 
70 0 625 66 01134541100 M 
32 40 670 45-2 37-2 00005542100 M 
63 23 765 62-9 22221133421 A 
a 32 669 35-4 26-2 00014442100 M 
1ON 17 617 50 35°14 00025542100 M 
1N, 25 605 gos 36-2 01444555100 M 
25 30 623 35 0011555110) M 
61 24 595 63°6 50°2 55554441000 P 
61 28 575 $7°2 24°8 00014512100 M 
66.N 20 693 1-2 39-7 00024542100 M 
10N7 20 620 kat 39-2 00124542000 M 
7 (Camp) 20 632 62-2 43°5 00025542100 M 
24 610 31-2 18°5 00025532100 M 
5N2 20 634 62°4 14-1 00135532100 M 
H 25 95 632 35-1 19-6 00025552100 M. 
32 N 4 20 628 88°6 60-2 00015542100 M 
5N 17 607 ae 41 00034442100 M 
770 27 627 30 58°1 00014412100 M 
754 0 683 6§2°2 00003442100 MT 
772 17 504 50 00013442100 M 
8N3 22 610 is 29°6 43332100000 P 
8N 23 627 se 15°] 00004442000 M 
10N9 0 590 72°1 00003333100 M. 
Howrah 13 19 590 19-2 13-6 00024432100 M 
Ce. 22 6416 39-8 35-2 02234433222 A 
66.N 5 22 696 55-5 56-2 00001444200 M 


M — Meningitic Reaction P — Paretic Reaction 
A — Atypical Reaction 
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THE OPERATIVE TREATMENT OF VESICO-VAGINAL 
FISTULA« 


Lt. Col. W. C. 


PATON, 1.M.s., 


Delhi 


Vesico-Vaginal fistula is a condition peculiarly 
distressing to the patient and her relatives. Ii is 
comparatively common in India, and I think I can 
safely say that operations for its cure are not by any 
means invariably successful. 

I had considerable experience of this condition 
when I was Superintendent of the Government Hospi- 
tal for women and children, Madras, and the object of 
this short paper is not to attempt a complete review of 
the subject but simply to place on record the method of 
operation which I personally found to be the most 
effective. I am dealing, of course, only with the 
tvpe of vesico-vaginal fistula which results from 
trauma and pressure during labour with subsequent 
sloughing—not with the type which is sometimes met 
with in advanced cancer of the cervix. 


In the first place let me clear the ground by 
admitting that there are some cases of vesico-vaginal 
fistula which for various reasons—such as very large 
size, inaccessibility high up behind the pubes, extens- 
ive searring, or destruction of the urethra—are not 
capable of repair. Such cases can only be satisfactori- 
lv dealt with by transplantation of the ureters into the 
bowel. With regard to such eases I only want to say 
two things. First, that though transplantation of 
the ureters gives a fairly satisfactory result for a 
number of years, it is at best a makeshift and a con- 
fession of failure. 


Second, that the more experience one has in the 
repair of vesico-vaginal fistula, the fewer cases will 
require transplantation of the ureters, though there is 
always a residue of cases for which this is the only 
treatment. 

The repair of a vesico-vaginal fistula may be 
approached by three routes :— 

1. The vaginal—to which I shall return. 

2. The trans-vesical—This is the route favoured 
by Tromson Waker, probably because he is a urinary 


*Read at the XT All-India Medical Conference, Delhi, 1934. 


surgeon and not a gymecologist. For the gyneco- 
logist it is not the easiest route, and | have no personal 
experience of it. 


8. The intra-abdominal approach—through the 
utero-vesical pouch, separating the bladder from the 
cervix and vagina as in doing a complete hycterec- 
tomy, till the fistula is reached. This method is difti- 
cult, not so safe as the vaginal and in my opinion 
certainly not more likely to be successful in most 
cases. 

Whatever method of vaginal operation is used, it 
is recognised that some time should be spent on 
preliminary treatment with a view to securing a 
reasonably clean field. Such treatment is directed to 
the healing of excoriations on the vulva, the treatment 
of eystitis by bladder washes and urinary antisepties, 
and the treatment of the erosions of the cervix and 
endocervicitis which are so often present. 


Let me now consider the actual repair of the 
fistula by the vaginal route. The usual method 
employed is to start at the edge of the fistulous open- 
ing, separate the vaginal wall and the bladder for 
what appears to be a suflicient distance all round, and 
close the two layers separately. In the case of a 
small fistula this method may succeed, but does not 
always do so. In the ease of a large fistula, it is very 
likely to fail. When it fails it usually does so because 
the separation of vaginal and bladder walls has been 
inadequate and there has been too much tension on 
the bladder stitches. 


If repair is to be successful, certain fundamental 
conditions must be fulfilled. These are:— 


1. Free separation of vaginal and bladder walls. 


2. Sufficient mobilisation of the bladder, so that 
the opening in it may be closed with com- 
plete absence of tension. 
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3. The use of suitable sutures which will not 
absorb too quickly and which will not favour 
sepsis and sinuses. 

4. Drainage of the bladder, to keep it empty for 
one week. 


‘These principles will generally be agreed to. 1 
de not think they can all be carried out by the usual 
method of operation. The method which I use is 
probably not original. It seems to me so obvious 
that 1t is probably employed more or less by others. 
My excuse for describing it is that it is not the method 
usually employed. It consists, essentially, in not 
commencing the separation of vagina and bladder at 
A fistulous opening may be 
Jn repair of ventral 


the edge of the fistula. 
compared to a ventral hernia. 
hernia the separation of the layers of the abdominal 
wall is facilitated by opening the abdomen at a little 
distance from the edge of the hernial opening and 
commencing the separation of the layers where the 
abdominal wall is sound. Similarly, the vaginal wall 
and bladder can best be separated by commencing the 
dissection at some distance from the edge of the fis- 
iula. The method of procedure is as follows :— 


An Auvard’s speculum is introduced and the labia 
separated by a stitch on each side. If the fistula is 
a large one, the ureteral openings are likely to be 
near the edge of the fistula. In this case begin by 
inserting a ureteral catheter into each ureter. This 
enables the position of the ureters to be easily palpated 
und helps one to avoid these important structures. 
The cervix is then pulled down as far as possible with 
vulsellum forceps. In most cases it is more or less 
fixed by sear tissue, but it is pulled down as far as it 
will come. A transverse incision is then made through 
the vaginal wall at the level of the reflection of the 
bladder on to the cervix, and the operation proceeds 
as if an anterior colporrhaphy were going to be done. 
The correct plane between vaginal wall and bladder 
this point. As in a colpor- 
thaphy, the vaginal wall is separated from the bladder 
by means of blunt pointed scissors. As the separation 
proceeds, a vertical incision is made in the vaginal 
wall, in the midline, from the transverse 
up to the edge of the fistula. When this is reached 
the junction of the bladder and vagina at the edge 
of the fistula ean be readily cut with the scissors all 
round the opening, as one is already working in the 
correct tissue plane. 
and bladder is carried out freely on each side and 
proceeds forwards. The vaginal wall is incised in the 


cin easily be found at 


incision 


The separation of vaginal wail 
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midline from the anterior edge of the fistula towards 
the urethra, to facilitate the separation in this direc- 
tion. You then have a free flap of vaginal wall on 
each side and the bladder wall freely exposed. The 
steps of the operation as described sound easy, but 
they may be far from easy and require the greatest 
‘are, patience and gentleness in a difficult case. 
There is no place for haste, and the gynecologist who 
aspires to be a “* brilliant *’ surgeon is not likely to 


be successful in these cases. 


Having successfully carried out the steps of the 
operation as described, the next benefit of this method 
of approaching the problem becomes apparent, 
because the bladder can be freely mobilised by push- 
ing it up off the cervix. This step I consider is of the 
greatest importance as it enables a large opening in 
the bladder to be closed without tension. The next 
step is the insertion of the stitches in the bladder 
wall. These are inserted in an _ antero-posterior 
direction. ‘They are interrupted stitches which go 
through the muscular wall of the bladder only, and 
do not penetrate the mucous membrane. The inter- 
vals between the sutures are sufficiently close to 
produce a water-tight closure. The suture material 
which I prefer for these stitches is fine silkworm 
gut. This material does not absorb. The risk of too 
early absorption of the stitches is therefore, avoided. 
It is smooth and organisms cannot penetrate it. It 
does not appear to irritate the tissues. Reef knots 
are tied and the ends cut very short. The most 
important part of the operation has now been com- 
pleted. The vaginal wall is closed with interrupted 
catgut sutures, inserted mostly in a transverse direc- 
tion, i.e., so that the suture line in the vagina runs 
in the vertical direction. Sometimes the gap in the 
vaginal wall is too large to be closed completely. I 
have not found that this matters. A rubber catheter 
is then inserted into the bladder through the urethra 
and kept in position by a silk stitch through the labia 
on one side and tied round the catheter. The vagina 
is lightly plugged. After the patient is returned to 
bed a rubber tube is connected to the catheter and 
led to a bottle by the side of the bed. The tube is 


fastened by adhesive plaster to the thigh. 


The nurse must see that the catheter is not 
pulled out by the patient. If it should come out it 
must at once be re-inserted. 
removed the following day, 
gently douched with normal saline solution daily, till 
The catheter is kept in position 


The vaginal plug is 


and the vagina is very 


healing is complete. 
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for eight days and is then removed. ‘The patient is 
then able to pass urine, which she must be made to 
do at frequent intervals. The patient is kept in bed 
usually for 14 days. 


I should like to say a word now 
difficult eases in which a vesico-vaginal fistula is asso- 
ciated with a recto-vaginal fistula. The state of the 
woman with such an unfortunate combination of 
disabilities is miserable in the extreme. She can only 
be cured by a series of operations undertaken in a 
definite sequel. There is obviously no use in attempt- 
ing to close the vesico-vaginal fistula while feces can 
It is equally inadvisable to 


about those 


escape into the vagina. 
close the recto-vaginal fistula first, as even if union 
should take place, the resulting narrowing of the 
vagina will make it impossible to close the vesico- 
fistula. The procedure is as 
follows :— 

1. A left inguinal colostomy is done under local 
The bowel must be freely opened, so 


vaginal correct 


amesthesia. 
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that all the bowel contents escape through the arti- 
ficial anus. Then wait two or three weeks during 
which the rectum is thoroughly washed out daily, 
between the colostomy opening and the fistula. A 
rubber catheter is inserted into the rectum through 
the lower opening of the colostomy and the rectum 
is irrigated with borie lotion. 


2. The next step is to close the vesico-vaginal 
fistula by the method I have described. 


3. When it has soundly healed, the third opera- 
tion is undertaken for the closure of the reeto-vaginal 
fistula. This is done by free separation of the vaginal 
and rectal walls, and suture in layers with catgut. 


4. When this has soundly healed, the fourth 
and final operation is carried out, namely, the closure 
of the artificial anus. If all these operations are 
successful both patient and surgeon are then reward- 
ed for their patience and perseverance. 
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INSURING AGAINST SICKNESS 


Benoy Kumar Sarkar, 


Calcutta 


SECTION I. 


Tur CLAsSsEs AND NuMBER INSURED. 


The societes de secours mutuels, i.e., mutual 
benefit societies which were the first to be mentioned 
in the Act of 1928' as 
establish the caisses primaires (primary funds) in the 


some of the 


possessng the authority to 


system of compulsory insurance were 
most fundamental institutions of France during the 


regime of voluntary insurance. It was the Act of 
1898? according to which they were regulated. They 


were provident associations and could undertake one 
or more of the following services :— 


1. They could provide assistance in the event 


of sickness, injury or infirmity to the 


members and their families. 

2. They could make accumulations of pensions 
for the members. 

3. They could take out individual or collective 
life, death or accident insurance policies on 
behalf of the members. 

4. They could provide for the burial of the 
members and 
parents, widows, orphans, widowers, ete. 


grant assistance to their 


In 1924 there were 18,787 
societies with a total membership 


mutual benefit* 
of 4,053,940, as 
grouped in the next column: 

The law of 1928 has rendered insurance against 
sickness compulsory for all wage-earners with incomes 


*By special request. 

For the German and other systems see the author’s 
paper on ‘‘ The Technique and Finance of Health 
Insurance ’’ in this Journal for November, 1933. 


‘Hubert and Leproust: Les Assurances Sociales, 


Vol. I. (Paris 1929), p. 42. 
"Voluntary Sickness Insurance (Geneva 1927), p. 167. 
*Voluntary Sickness Insurance (Geneva, 1927), 
pp. 180-182. According to the Annuaire Statistique 


1931 (Paris), p. 273 there were 21,012 societies with 
6,542,232 members in 1928. 


up to 15,000 francs (=Rs. 1,620 approximately) per 
year.*| It has taken France a very long time to come 
over to the principle of compulsory assurance legisla- 
tion. The discussion in the Chambers des deputés as 
well as in the Senate were markedly by excessive doses 
of obscurantism. The strength of the opposition would 


Membership. 
Honorary 


Categories of Number. 


Societies. 


Full. 


A. Free Societies 


T. For Sickness 


Insurance 1,536 21,830 173,958 
II. For Sickness 
Tnsurance & 
Pensions 186 5 669 31,149 
For Maternity 
Insurance 1 33 216 
B. Approved and Recog- 
nized Societies 
TI. For Sickness 
Tnsurance 7 037 137 ,882 1,098 380 
II. For Sickness 
Insurance & 
Pensions 8,053 323,624 1,398 683 
Ill. For Maternity 
Insurance... 91 19,694 127,879 
C. School Societies for 
Sickness Insurance 
and Pensions 1,883 30,861 772,082 
Total ... 18,787 541,593 8,512,347 
4,053,949 


be apparent from the fact that the bill was introduced 
in 1920 but could not be passed before full seven years 
had rolled away. It is since 1930 that the Act has 
been in operation. By April, 1931, the number of 
insured went up to 9,405,841. 


4SARKAR: Economics Development (Madras, 1926), 
p. 180 for the figures relating to the beginnings of 
social assurance. 


For the latest available statistics see ‘‘ The Appli- 
cation of the New Social Insurance Legislation in 
France ’’ in the International Labour Review (Geneva), 


January, 1935, pp. 65-67. 
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By December, 1932, the actual contributors 
as distinguished from those merely registered for in- 


surance were as follows :— 


1. General scheme (i.e., workers 
in industry and commerce 


and domestic servants) 5,800,000 


2. Agricultural scheme cae 600,000 


The total insured was thus numbered at 6,400,000. 


In regard to the income-limit it is to be added 
that workingmen with maximum annual wages up to 
fr. 15,000 or fr. 18,000 are compelled to insure acecord- 
ing to the Act of April 30, 1930°. Exact details are 
furnished below : 


Annual Wages. 


For workingmen Without With one With two With three 
living in children. child. children. children. 

fr. fr. fr. tr. 

All France 15,000 17,000 19,000 25 ,000 


Il. Cities with more 
than 200,000 
inhabitants 18,000 20,000 22,000, 25,000 


The general maximum for all France was fixed at 
15,000 frs. (nearly Rs. 1,600). But in the ease of 
persons living in cities with more than 200,000 
inhabitants, the maximum wage subject to social 
insurance law was raised to 18,000 fr. These figures 
refer to persons without children. For persons with 
one child the maximum was fixed at 17,000 and 
20,000 and with two children at 19,000 and 22,000. 
In other words, a person with 15,000 fr. as annual 
wage was by the Act not compelled to insure if he 
had no children. And in no case was a_ person 
earning more than fr. 25,000 (=nearly Rs. 2,700) p.a. 
subject to this Act. 


The annual wage as defined in this Act of April 
1930 excluded the allocations familiales, i.e., the 
family allowances which were enjoyed by the infants. 
That is, these allowances were not included in the 
maximum of 15,000 to 25,000 frs. But the following 
items were included: (1) wage actually paid in cash, 
(ii) the percentage on the business paid to the wage- 
earner, (iii) presents. gifts, compensations of all sorts, 
(iv) payments in kind in case the wage earner is 
housed, fed, clothed, etc., according to contract or 
by custom, (v) profit sharing, (vi) tips. Item (iv) was 
precisely indicated with rates in the following manner 


“Hubert and Leproust: Les Assurances Sociales, 
Vol. II. (Paris, 1931), pp. 3-5, 16, 23. 
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depending on the standards of living in diverse locali- 
ties : 


Cities with more Cities with Other 
than 5001 —200,000 communes. 


200,000 inhabitants. inhabitants. 


1. Food: 
fr. fr. fr. 
Per day an 5°00 3°50 2:15 
Per month §=150°00 105-00 64°50 
2. Room: 
Per day 150 1-10 
Per month 4500 33°00 16-50 
3. Miscellaneous: 
Per day 0°50 0°40 0-30 
Per month ee 12-00 9°00 
4. Total: 
Per day ae 7°00 5-00 3°00 
Per month ... 210°00 150°00 90-00 


For instance, a maid-servant in Paris, who earns 
400 franes per month and gets room and board, ete. 
and is used to getting 200 frs. as present on the Ist 
of January, would be described according to the Act of 
1930 as getting a yearly wage of (400 x 12) + (210 x 12) 
+ 200=7.520 frs.*. It is interesting to observe en 
passant that in 1930 the usual living expenses for a 
person amounted to something like Rs. 27 in Paris, 
Rs. 17 in a second class town in the Mofussil of 
France, and Rs. 10 in the French villages. 


At December 31, 1932, the number of persons 
insured in Great Britain according to the law of 1928 
is as follows :— 

16,572,200 
1,960,000 


England and Wales 
Scotland 


Total 16,582:200 


According to sex the distribution is as follows :— 
Men .-- 12,874,150 
Women 6,158,050 

Total .-- 18,582,200 


This is 41.1 per cent. of the total population 
(45,084,000 in 1925). 


The number of persons (men and women) in 
England, Wales and Scotland estimated? to have been 
entitled to benefits under the National Health Insur 


‘Ibid, pp. 24—26. Parity down to September 21, 
1931. f1=124.21 francs. 

*Statistical Abstract for the United Kingdom, 1913— 
1932. (London, 1934), pp. 5, 71. 
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unce Aets is shown below from 1914 to 1932 in 
the background of the total population : 


1. Year. 2. Insured 3. Total Popula-4. Percentage 
(estimated) . tion (estimated). of 2 to 3. 
... 13,689,200 41,302,000 (1913) 33-1 
1919 15,474,800 40,247 ,000 38-4 
1423 15,570,500 43,291,000 
1928 17,503,100 44,330,000 39-4 
1932 ... 18,582,200 45 ,084 41-1 


The above table indicates likewise the percentage 
of the insured to the total population at the different 
dates. It appears that even at the outset, e¢.g., in 
1014, the U.K. possessed nearly the same percentage 
as Germany in 1934. 


The following equation, 

U.K. (1932) 41.1=1,2 U.K. (1914) 33.1 
that 
British people during the last two decades since 1914 
is somewhat less than that of the German people, 
Perhaps one should 


shows, however, 


because Germany grew 1.3 times. 
consider the rates to be equal for all practical purposes. 


The law in Czechoslovakia provides that all who 
perform any work or service on a contractual basis or 
us apprentices, and who do not carry on the work as 
an additional source of income or oceasionally, come 
insurance. This includes of course 


under siekness 


agricultural labourers (including seasonal labour ).* 
The number of persons compulsorily and voluntarily 
insured under the Health Insurance Act was 2,506,190 
in 1929 and came down to 2,311,464 in 1931, evident!y 


on account of the economic depression. 


In Japan the Health Insurance Act was passed 
in 1922. Tnsuranee was rendered compulsory for all 
workers subject (1) to the Factory Act of 1911 (amend- 
ed in 1923) and (2) to the Mining Act of 1905 (amended 
in 1924). Exempted were (1) persons temporarily em- 
ploved and (2) emplovees earning more than 1200 vens 
per vear. The number of persons to be insured was 
at 1,897,771 which constituted 3.25 per 
cent. of the total population.* The Act was enfore- 
1926, and was amended in 1929. In 


estimated 


ed in June 


‘Pele: Rural Hygiene in Czechoslovakia (Prague, 
1431), D. 5. See also An Economic Review of the Year 
1931 in Czechoslovakia (Petschek & Co., Prague), 
Pp. 115. 
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1932-33 the number insured was 1,720,199 (964,942 
men and 755,257 women). 


SECTION II. 
ORGANISATION. 


The French system makes a water-tight distinetio.1 
between management and control. 
is in the hands of the caisses or funds, the control in 
those of the departemental (district) or interdeparte- 
mental (inter-district) 
are sharply differentiated 


The management 


services.”’ The funds, again, 
orders:'® (1) 


those which take care of the four risks of repartition 


into two 
or distribution, namely, sickness, maternity, death and 
eare for the invalid, and (2) those which insure the two 
risks of capitalisation, namely, old age and invalidity. 
All these funds are known as cadisses primaires or pri- 
mary funds. 


The Act provides for some special funds. For 


the risks of distribution a primary fund of the “‘ dis- 
trict or inter-district type ’’ takes care of those insured 
who are not registered with any cther primary fund. 
And for the risks of capitalisation the ‘‘ national 
fund ’’ for old age pension is authorized to take care 


of those who are not registered with any primary fund. 
The administrative system can be envisaged as 
follows :— 
Administration 


I. Management If. Control 
(Caisses or Funds of (District or Inter- 
Secial Assurance) district Services of 
| Social Assurance.) 


| 
A. For risks of distribution B. For risks of capitalisation 
(accumulation) (assessment) 


| 


| | | 
1. Sickness. 2. Maternity. 3. Death. 
4. Care for the invalid. 


1. Old age. 2. Invalidity. 


In no case is one and the same primary fund 
(caisse primaire) authorized to undertake both distri- 
bution and capitalisation risks. 

All the funds of distribution existing in a district 
are compelled to form themselves into a district or 
inter-distriet union for the purpose of reinsurance. 


‘Hubert and Leproust, Vol. II (1931), pp. 281-282, 
299. 
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ii lice Above all these funds is to be noticed the Caisse 
generale de garantie. 


The primary funds can be established by: 


1. Mutual aid societies or their unions such 
as are governed by the Act of April, 1898. 

2. Professional syndicates or their unions in 
accordance with the Act of 1884. 

8. Agricultural mutual insurance societies as 
functioning under the Act of 1910. 

4. The insured themselves forming voluntary 
associations for this purpose. 

5. Employers’ institutions such as have been 
used to insuring the ‘‘ repartition ’’ risks 
of their employees. 

No primary fund can be established without the 

sanction of the Labour Minister (Art 27,1). 

By December, 1932, the number of primary funds 
was as follows :—™ 


Types. General. Agricultural. Total, 
I. Distribution 285 1,073 
(accumulation) . 
f II. Capitalisatior 78 52 120 
(assessment). 
Total ... 866 337 1,203 


The funds were altogether 1,203 in number. 


The administrative council of each and every 
caisse is composed of at least 18 members. The num- 
ber may be even or odd. The insured are to be repre- 


as sented on the council by 50 per cent. of the member- 
: ship. For example, their representatives are to be 
% 9 in number in case the council is composed of 18 


members but 13 in case of 251°. They are to be 

elected from among the members of the funds by its 

general assembly. Honorary members, at least 2 in 

number, are admitted by the general assembly, from 
among the medical, surgical and dental practitioners as 
well as midwives and pharmacists. For the councils 
of 18, the representatives of these practitioners and 
pharmacists may be 3. The two or three are elected 
either by the general assembly or by the other mem- 
cee bers of the council on the basis of the lists furnished 
by the syndicates of doctors, dentists, ete. The em- 
ployers have 6 representatives, but may be 7 in coun- 
cils of 18. These six or seven representatives are 


also known as honorary members. 


11Jnternational Labour Review, January 1935, pp. 
67, 69. 
12Hubert and Leproust, Vol. II, pp. 342-344, 349. 
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The eighteenth member in the councils of 18, pro- 
vided the practicians are represented by two and thie 
employers by six, is a “‘ free’’ person. He may be 
one of the three categories mentioned above or a 
thorough outsider. 

The general assembly is composed of (1) all the 
compulsory insured belonging to the fund, (2) the 
voluntary-insured such as have been admitted to the 
fund by the administrative council, and (3) the hono- 
It meets at least once a year and 
The represent- 


rary members. 
can modify the statutes of the fund. 
atives of the insured as well as the honorary members 
of the administrative council are elected by the as- 
sembly, as we have noted above. 

The funds have to send reports about their finane- 


ial conditions'® to the Caisse generale de garantie 
(general guarantee fund); they are subject likewise to 
the control of the departemental (district) ‘‘ services ”’ 
on the one hand, as well as to that of the labour minis- 
ter on the other. Besides, they depend on the finance 


minister also in regard to their accounts. 


Suppose one million francs have been received as 
contribution by the Caisse des depots et consiqnations 
on behalf of a primary fund for distribution (Caisse 
primaire de repartition); the sum will have to be dis- 
tributed in the following manner among three different 
organs for the purpose of administration :—'™ 

I. Caisse primaire 
738,100 frs. 
96,400 ,, 

42,100 ,, 


1. for sickness 
2. ,, maternity 
3.  ,, death 
Total 876,000 __,, 
II. Union departementale of the primary funds 
(for compulsory re-insurance) 
41,000 frs. 
5,400 


1. for sickness 
2. ,, maternity 


3. ,, death 2,300 ,, 
Total 48,700 ,, 
IIT. Caisse generale de garantie (for re-insurance 


and compensation of the second degree). 


1. for sickness 41,000 frs. 
2. ,, maternity 5,400 ,, 
38. ,, death 2,800 ,, 


13Tbid, p. 364. 
MTbid, p. 383. 
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2,000 ,, 


74,700 ,, 


7. ., general purposes ... 
Total 


This 
among the different grades of the caisse exhibits the 


tripartite distribution of the contributions 


internal technique in regard to the relative importance 
of the diverse items covered by the comprehensive 
Social Insurance Act, 


The Act of April 5, 1928 was modified and com- 
pleted in 1933'* by measures proposed by Dormann 
and Montigny in June 1932. These measures enabled 
the companies and unions of companies for secours 
mutuels (mutual aid) to administer directly the risks 
of their members such as enjoy social assurance. 
The administration of the risks of the socially assured 
belongs therefore to the normal functions of the mutual 
companies as a matter of course. These companies 
are free likewise to employ their funds and bonuses 
in accordance with the Act of Ist April 1898 but sub- 
ject to the technical and financial control of the Gov- 
ernment. Finally they have the right to reassure 
themselves with Mutual Fund subject only to the con- 
dition of preserving an adequate reserve. The mutual 
companies, although functioning independently of the 
general system of social assurance, ave associated to 
it in every way both as regards responsibilities as well 
us privileges, for instance, the exemptions accorded 
to the assurance funds. The Act of 1928 was thus 
rendered more elastic while the provisions of the Act 
of 1898 were enlarged both in spirit and letter. 

In Great Britain the institutions already engaged 
in insuring wage-earners and salaried employees were 
utilized by the National Health Insurance Act of 1911. 


Statutory insurers, i.e., approved societies of the 


U.K. may be arranged in the following groups :— 
I. Mutual benefit societies : 
1. Friendly societies.i.e., those institutions by 


which members are accorded sickness and 


1932), 


session extraordinaire de 


15e Legislature, 2e. 
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4. for guarantee of the funeral benefits and sometimes also in- 
minimum in case validity and old age benefits. 
of death 12,000 trs. 2. Mutual benefit societies, such as are estab- 
a charges de famille lished by ordinary insurance companies 
(children of all de- (industrial) in order to insure the lives 
nominations) 6,000 ,. of workingmen for small sums. 
’ 3. Collecting societies, i.e. those institutions 
agement 6,000 ,, 
by which the ordinary commercial 


methods of insurance 


used. 


companies are 


If, Occupational institutions : 


1. Trade unions, such as undertake sickness 


and unemployment insurance. 


2. Employers’ provident funds by which the 
insured are guaranteed various kinds of 
benefit, for instance, sickness, invalidity 
and old age. 


It is to be understood that all these institutions 


are at liberty to carry on their “‘ voluntary "’ business 
even after they have got themselves ‘‘ approved ’’ for 
the compulsory si¢kness insurance in accordance with 


the Act. 


Absolute freedom has been granted in regard to 
the choice of an approved society by the persons sub- 
ject to insurance. They may join any approved 


society. Thev are at liberty even to join none. On 
not compelled to 
They 
applving for membership. 
limitation to the effect that 


nobody may be rejected solely on ground of age. In 


the other hand, the insurers are 
accept anybody and everybody for insurance. 
reject 


any person 


There is, however, one 


regard to those persons who do not join any “* approv- 
ed ’’ society there exists a special fund known as the 
Deposit Contributor's Fund, which is managed by the 
central departments. 

The membership of the five different types'® of 


approved societies is indicated below :— 


Type. Membership. Average 


Number. Percentage of membership 
total. per society. 
1. Friendly Societies 
(centralized) 3,451,000 23-8 3,200 
2. Friendly Societies 
(with branches) 3,290,000 22-7 56,900 
3. Industrial Insurance 
and Collecting 
Societies 6,211,000 12-8 182,700 
4. Trade Unions 1,449,000 99 6,400 
5. Employers’ Provi- 
dent Funds 120,970 0-8 11,200 


'6Compulsory Sickness Insurance (Geneva, 1927), 
p- 581. 
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It is interesting to observe that the largest num- 
ber as well as proportion of the insured are accounted 
for by the friendly societies. The next in importance 
are the industrial insurance and collecting societies. 
Not more than 10.7 per cent. of the total membership 
is commanded by the occupational institutions (trade 
unions and employers’ provident funds). 


It was not before 1886 that the first Act in Italy 
could be passed for the legal recognition of Societa 
di mutuo soccorso ( mutual aid societies estab- 
lished by ‘* workingmen.”’ These societies were en- 
titled primarily to help their members in case of sick- 
ness, incapacity for work or old age and to assist the 
family of a deceased member. With special contribu- 
tions these societies were permitted further to help 
forward the education of their members, assist them 
in the acquisition of tools and otherwise function as 
welfare The members 


against sickness is believed to have constituted the 


institutions. insurance of 
exclusive function of 97.6 per cent. of the mutual aid 
societies of all sorts existing in 1904. 


In 1924 there were 5,909 mutual aid societies with 
« total membership of 1,058,191. 
rations into which these societies had been grouped 
since 1901 were dissolved in 1925. The Fascist regime 
established that year an Istituto Nazionale della 
Mutualita e della Previdenza (National Institute of 
Mutual Aid and Welfare) in order to assume control 
over all these groups. This Institute was at the same 
time attached to the Confederation of Fascist Corpora- 
tions. 


The diverse -fede- 


In December 1920 at the National Social Wel- 
fare Congress held at Vicenza, one of the federations 
of Pre-Fascist Italy, the Federazione Italiana della 
Societa di mutuo soccorso (est. 1901), abandoned the 
principle of voluntary in favour of compulsory sickness 
insurance. But even in 1934 that principle was not 
adopted in Italy and the achievements of Fascism in 
this field are to be measured by modest figures. 

The administration of sickness 
Czechoslovakia is entrusted to sickness insurance in- 
stitutions.‘ For the agricultural labourers there 
are two kinds of institutions. The general or district 
sickness insurance includes agricultural labourers 
where there is no special insurance institution for 


insurance in 


'7Voluntary Sickness Insurance (Geneva, 1927), pp. 
256, 259, 262. 


'8This portion is derived from the Report presented 
by Pelc to the European Conference on Rural Hygiene 
at Geneva (June 29—July 7, 1931). 
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them. Independent sickness insurance institutions 
for agricultural labourers exist only in parts of Bohe- 
mia, Moravia and Silesia. In Solvakia and Subear- 
pathaian Russia all agricultural labour is included in 
the general sickness insurance institutions. 


Statistics as of October 1929 show that there 
were about 450,000 agricultural labourers directly in- 
sured in Czechoslovakia. Of that about 
240,000 were insured in independent insurance insti- 
tutions, the remainder in the general or district insur- 
ance institutions. In May 1931 there were 46 agri- 
cultural sickness insurance institutions in Bohemia 
and 16 in Moravia and Silesia. The average mem- 
bership of an agricultural insurance institution is 
about 4,000. 

Agricultural sickness institutions are grouped m 
federation (located in Prague). Up to the present the 
federation has occupied itselm mainly with perfecting 
which 


number 


the organization of the insurance institutions 
belong to it and with the extension of its services to 
districts where there is no such institution. Standard 
office forms and methods of accounting have been 
worked out and courses for 
officials. A bulletin is published for the information 


of the insured and officials. The accounts for drugs 


are given insurance 


are revised by the federation. Recently the federation 


has acquired a watering place in Bohemia which 


serves chiefly for the treatment of rheumatic diseases. 


Undertakings in Japan employing 500 workers or 
more are compelled to establish occupational funds. 
Those with workers between 300 and 500 are permitted 
to do the same. Workingmen belonging to these two 
orders of undertakings are bound to insure with the 
funds established by these latter. Other workingmen 
have to insure with the State Insurance Office which 
is provided with 50 local offices.!® In 1932-33 there 
were 347 independent funds which insured 598,058 
The remaining 1,112,141 were insured by 
the state offices. 


persons. 


The works funds are administered by delegate 
meetings. This administrative body must have at 
least 12 members. Half are appointed by the em- 
ployers and half are elected by the workingmen. 
There must be at least four ‘‘ managers,’’ of whom 
half are elected by the workers’ representatives in the 
delegate meeting. 


"Compulsory Sickness Insurance (Geneva, 1927), 
pp. 587, 631, 674-675; Industrial and Labour Information 
(Geneva) July 16, 1934. 
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The ultimate authority in regard to the enforce- 
ment and administration of the Health Insurance Act 
is the Minister for Home Affairs. This ministry has 
a Social Affairs Bureau. The Health 
Division of this Bureau manages the insurance funds 
set up according to the Act of 1922. 


Insurance 


SECTION III. 


PreMIUM SYSTEMS. 


The French Act of April 1928 said that the con- 
‘ributions of the employer and the wage-earner were 
io be ealculated according to a fixed percentage of the 
wage?” The benefits were to depend on the con- 
tributions actually paid and therefore to vary with 
In order to prevent complications, the 
cate- 


each insured. 
Act of 1930 precisely established the system of ‘ 
vories ’’—five in number, according to the scale of 
wages. The week was defined as a period of six days, 
the month as a period of four weeks or twenty-four 
days and the vear as a period of forty-eight weeks 
or 288 days. The following table embodies the 


details 
Daily contributions Annual contribution 
per year. = 
S = 
1. 1-2, 399 fr. ... 6 0°25 0-25 050 72°00 72°00 144-00 
2. 2, 400-4, 
499 fr. 12 0:50 0°50 1:00 144-00 144°00 288-09 
3. 4, 500-5, 
999 fr. 18 0-75 O75 1°50 216°00 216-00 432-00 
1. 6, 000-9, 
599 fr. .. 24 1:00 1°00 2-00 288°00 288°00 576-09 
5. 9, 600 fr.— ... 386 1°75 1-75 3-50 480-00 480-00 960°00 


Accordingly the workingmen with an annual wage 
of 2.399 franes has to pay 72 franes annually as con- 
The same amount is paid for him by the 
employer. The total contribution is thus 144 frances. 
The employer does not have to pay for any working- 
man with more than 25,000 franes per year. 


tributions. 


In October 1933 a bill was announced in France 
in order to introduce some fundamental changes in 
social insurance legislation. The distribution of in- 
sured persons into wage-classes was to be abolished.?! 


“°Hubert and Leproust: Les Assurances Sociales, 

Vol. IL (Paris, 1931) pp. 16, 75-76, 88. 
*\International Labour Office Year 

(Geneva, 1934), Pp. 179. 
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The total contribution was to be fixed at 8 per cent. 
of actual earnings. The maximum contribution in 
any case was to be 45 francs for both employer and 
worker. Periods of temporary incapacity and unem- 
ployment were to be placed on nearly the same 
footing as contribution periods. 

The growth of contribution?? in France may be 
seen below: 

496,736,174 frs. 
552,401,358 ,, 
4,000,000,000_,, 

The total amount realized by the Caisse des 
Depots et Consignations on account of the contribu- 
tions realized by the funds from the day the Act came 
1932 was 


1930 second half 
1931 
1932 eleven months 


into operation down to November 
8,145,267,464 francs. 

It is to be observed that the total of the different 
items indicated here is intended to cover all the bene- 
fits of all the different branches of the entire social 
insurance system. The method and rates in France 
are thus different as much from those in Germany, 
as from those in Austria, Great Britain, etc. 

The German system fixes the premium as a per- 
centage of the basic wage. The rate is generally 
between 4 and 6 per cent.** Ordinarily it is not to 
exceed 7.5 per cent., but it may go up to LO per cent. 
The following table indicates in relation to each other 
the two following items :—(1) the rates of premium in 
percentage of wages and (2) the number of funds in 
percentage of total funds for the year 1925 :— 


( Percentage ) 


PC. PL. PC. PL. PSC. PL. PA. 
I. Contribution in 
percentage of 
wages 2 23 34 4-45 4-5-6 6-7-5 7°5-10 
II. Number of Fund 
in percentage of 
Total Funds ... 0-1 2:0 79 100 63:0 146 2:4 


No. II. is to be placed in the perspective of No. I 
for the purpose of comparative analysis. 


It is to be noticed that 63 per cent. of all the 
funds were used in 1925 to get premium at the rate of 
4.5 to 6 per cent. of the basie wage. 


22Delattre: ‘‘ Les Assurances Sociales et la Crise ’’ 
Journal du Commerce (Paris), 23 March, 1933. The 
Annuaire Statistique 1931 for France gives 2,377,709,000 
francs as the sum realized up to April 1, 1931. See 
p. 280. See also the Jnternational Labour Review, 
January, 1935, p- 7I. 

23Compulsory Sickness 
p- 484. 
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The Social Insurance Act of 1912 in Czarist 
Russia provided for the following scheme of premia : 

1. Employers’ contribution 0.66% to 1.33% 
of wages. 

2. Workers’ contribution : 1% to 2% of wages. 

The principle of free insurance for the worker, 
i.e. payment of premium exclusively by the emplover 
was introduced by the Act of December, 1917. 

The progress of collection in premium ean be seen 
below :*4 


Year Per roo insured. 

1923 1,381 real roubles (pre-war gold rouble) 
1924 : 1,741 ,, 

1925 : 2,288 


These figures refer to all insurance funds (known 
generally as ‘‘ working funds ’’ or cash benefit 
minus medical attendance funds. 


funds 


The rates of premium have changed several times 
since 1917. The principle, however, has always been 
that of a fixed percentage of the wages. The decree 
of August 1927 formulated the schedule of premium 
rates as follows :75 


Risk Class Contribution as per cent of Wages to the 


Cash Bene- Medical Bene- Workers’ Total 
fit Funds fit Funds Housing 
Fund 
T. Normal Rates 
11:3 4:2 0-5 16:0 
2. BBS 4°7 0-5 18°0 
3. tore 5-7 20°0 
4. a0 6-2 05 22°0 
II. Special Rates 
(fer State 
Undertakings 
and Institutions) 
6°3 3:2 0°5 10°0 
2 73 0-5 12°0 
3 73 2-2 10°0 
4 9°8 2-7 14°0 
5 3°5 15 50 


The British sick insurance fund was composed 
during 1914-32 as follows (in £000) :7° 


1. Year. 2. Contributions 3. Interest 4. Parliamentary 5. Total 
from Employers ete. on Votes and 
and working men Funds Grants 
1914 16,797 618 5,737 23,152 
1919 18,205 2,721 8,634 29 560 
1923 26,204 4,754 6,947 87,905 
1928 25,979 5,660 7.135 38,774 
1932 25 ,030 6,064 6,184 37,278 


*4Compulsory Social Insurance (Geneva, 1927), pp. 
415-416. 

Pp. 471. 

*6Statistical Abstract for the U. K. 1913-32 (London, 
1934) P. 72. 
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In the British system, direct state aid, as indi- 
cated in column 4, amounted to the following 
percentages of the contributions made by workers 
and employers :— 


1914 34.1 
1919 47.4 
1923 26.5 
1928 : 27.4 
1932 : 24.6 


The sickness insurance fee in Czechoslovakia is 
paid according to the class into which the labourer 
falls according to his average income. There are ten 
such classes. In case a part of the income is derived 
in kind, the emplovee cannot be classed higher than 
three classes above that which his income in eash 
would indicate. Agricultural labourers who receive 
free lodging from the »roprietor and also a part of their 
income in kind eannot be classed higher than two 
classes above their income class. 

In Japan as in France the insurance contribution 
or premium is met by the employer and the insured 
persons in the following proportions :*7 

Insured Person : 1/2 
“mployer 1/2 

There is no direct payment by the Government to 
But the state comes to the help 
Ten per cent. 


the contribution. 
of the insursance fund in another way. 
of the benefits is paid by the state. 

however, is not to exceed 2 yens per insured person. 


This payment, 
pa 


has to be observed. In 
0.55 ven the 


One special feature 
regard to persons who earn Jess than 
premium is paid by employer alone. 

The normal rate of premium is fixed by each in- 
surance institution. Not more than 3 per cent. of the 
basie wage has to be paid by the insured person. 
This has reference to all the sixteen wage-categories. 


SECTION IV. 
Rates oF BENEFIT 


At the present moment five risks are guaranteed 
assurances,’ 
sickness, maternity, invalidity, old age and death. 
The insured has right to diverse benefits for each of 
these risks. Some of these benefits are in money and 
others in kind. In addition, the Act provides for the 


by the Freneh law of * social namely, 


27Compulsory Sickness Insurance (Geneva, 1927), 
PP. 421, 424, 426, 430-431, 475. 
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charges de famille** (family charges). This item com- 
prises a number of advantages in favour of those wage- 
have to maintain 
children under 16. These children may be legitimate 
or illegitimate. In addition, unemployment benefit is 
also taken care of by the same Act. 


earners who non-wage-earning 


The benefits in kind?* comprise (1) medical treat- 
inent, both general and special, (2) surgical treatment 
of all sorts, (8) dentists’ (4) imidwife’s 
expenses, (5) electrotherapy, hydrotherapy, mechano- 


charges, 


therapy, (6) pharmaceutical expenses including those 
for mineral waters and orthopedic and other appara- 
tuses, (7) ‘* hospitalisation ’’ implying all sorts of 
treatment in dispensaries, clinics, preventoria, asyla, 
ete., (8) expenses of transport to a hospital or sanato- 
rium. These benefits are enjoyed by the wife or the 
lusband as the case may be as well as by the charges 
de famille (children under 16). The period for which 
such benefits are granted is six months. Should the 
insured fail to be cured during this period the person 
is removed from the sick list and transferred to that 
of the invalid and taken care of by invalidity insurance 
regulations. 


The insured is at liberty to choose his or her 
doctor and surgeon as well as the hospital, clinie or 
sanatorium. But a part of the expenses (medical 
and dental, or pharmaceutical) has to be borne by the 
insured. In regard to the pharmaceutical expenses 
15 per cent. of the amount for which the insurance 
fund is legally responsible is paid by the insured. In 
regard to the medical expenses the percentage is fixed 


for the different categories of wage-earners as 
follows 

1 and 2 15%, 

Others 20%, 

The tariff of responsibility,’’ i.c., the amount 


for which the insurance fund is responsible is fixed by 
with the syndieates of 
ccons, dentists, midwives, ete., as_ well 


‘convention ”’ doctors, sur- 
as with the 
hospitals, sanatoria and other institutions of medical 
eare, 

The total of ail 
expenses on the part of the insurance fund must not 


medical and pharmaceutical 


in any ease exceed per day 50 per cent. of the general 


*SArt. 20 of the Act of 5 April, 1928; See Hubert and 
Leproust, Vol. II, pp. 576-578. 


**Hubert and Leproust, Vol. II, pp. 132, 134, 137, 
138-140. 


‘Tbid, pp. 141-142, 158, 562-563. 
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daily average of the basic wage*! according to which 
the categories of wage-earners are fixed for the insu- 
rance-fund. 


The treatment of the disease until complete 
recovery or declaration of invalidity constitues the 
benefit in kind. The second benefit is that in money. 
And this is the ‘* indemnity "’ paid to the insured with 
the object of compensating in part the loss of the 
wage sustained by him on account of the malady. 
The benefits in kind ean be enjoyed not only by the 
insured but also by the charges de familles, but those 
in money are accorded to none but the insured.*? 

The benefit in money is paid per day lost on 
account of sickness. The rate is 50 per cent. of the 


basic wage of the category to which the insured 


belongs. The five categories grouped on the basis of 
annual wages are indicated below with the so-called 
basie wage as well as rate of benefit per day: 

Rate of Cash- 
Benefit per Day 


Basic Wage 
Per Day 


Categories of 
Annual wage 


1. 1—2,399 frs. on 3 fr. 
2. 2,400—4,499 fr. 6 fr. 
3. 4,500—5,999 fr. Be 9 fr. 
4. 6,000—9,599 fr. 12 fr. 
5. 9,000— 6 fr 18 fr 


The rates of cash benefit are augmented by one 
frane per child. On the other hand, the rates undergo 
diminution in case the insured is ** hospitalized ’’ or 


* In ease of hospi- 


lodged and fed by the employer.’ 
talization, the rates are reduced by one-third if the 
insured has one or more children, by one-half if the 
person is married but childless, and by three-fourths 
in all other instances. In case the insured is lodged 
and fed by the emplover during the sickness, the in- 
surance fund has to pay that part of the insured’s 
indemnity to the employer which corresponds to the 
value of the benefits accorded by the latter to his 
employee. To this extent the cash benefit of the 
insured undergoes a reduction. 

The benefits in kind are accorded as soon as the 
insured falls sick. But the cash-benefits are not ; aid 
until a few days elapse. The payment commences 
on the sixth day after the declaration of the sickness 
or the accident. This day has been provided for in 
order to prevent abuses. 
which cash benefit is payable is six months as in the 
After this period, if neces- 
invalidity 


The maximum period for 


ease of benefits in kind. 


sary, the insured is transferred to the 


insurance account. 


“Ibid, p. 563. 
*27bid, p. 161. 
“Ibid, pp. 163, 566. 
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During sickness, the insured does not, of course, 
have to contribute to the insurance fund. On the 
other hand, on the sixteenth day of the sickness, the 
fund itself contributes on behalf of the insured to his 
old age fund 25 per cent. of the dues from himself and 
his employer combined as calculated on the basis of 
his category.*4 


In order to have the right to benefits in kind or 
in cash, the insured must have to pay the contribu- 
tions for 60 days during three months or 240 days 
during the twelve months preceding the sickness. 
In every instance, the contribution implies the two- 
fold premium paid by the insured as well as by the 
employer. The days for which sickness benefits are 
enjoyed in kind and in cash are counted as days for 
which contributions have been paid. During periods 
of unemployment, the insured does not naturally pay 
the contmbutions and might naturally forfeit the claim 
to benefit. But the law is comprehensive enough to 
provide for the insured during unemployment.** 


The total benefits granted to all insured persons 
from October 1930 to December 1931 are detailed 
below (in million franes).*® 


Compulsory Insurance 
Voluntary Agri- 


Risk General Agricultural cultural Insurance 
Sickness ..- 682 29.3 4.6 
Death a 7 0.2 0.7 
Total 884 5.8 


The total eame up to nearly 880,000,000 francs. 


The Russian system of benefits comprises free 
medical treatment for the insured as well as for the 
members of their families. Hospital and sanatorium 
expenses are likewise borne from the funds. Medi- 
cines are, of course, paid for. By the regulaltions of 
May 1927 the cash-benefit is paid at the rate of full 
daily wage from the first day of incapacity to work. 
Finally, there is the annual vacation enjoyed by every 
worker as a compulsory feature of the economic orga- 
nization. 


pp. 165-166, 565. 

‘Tbid, p. 167. 

36° The Application of the New Social Insurance 
Legislation in France’’ in the Jnternational Labour 
Review, January, 1935, p. 76. 
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Per insured persons ( including dependants ) the 
benefits in kind grew in the following manner from 
year to year: 


1924-25 : 18.91 Chervonetz roubles*? 


1925-26 : 24.09 
1926-27 25.96 ” 
1927-28 : 27.87 


The following items are included in benefits in 
kind according to the Soviet Labour Code of Novem- 
ber, 1922:— 


First aid. 

2. Medical consultations at hospitals, clinies, ete. 

3. Free clinical treatment. 

4. Treatment at home. 

5. Treatment of social diseases by anti-tuber- 
cular and anti-venereal dispensaries. 

6. Treatment in sanatoria, mechano-therapeutic 
and physio-therapeutie institutions. 


7. Free supply of drugs, therapeutie aids, and 
prosthetic apparatus, such as_ spectacles, 
crutches, ete. 


The growth of cash benefits for temporary in- 
capacity ( excluding medical attendance ) can be seen 
below : 

October 1924—Mareh 1925 

46,900,000 Czervonetz roubles. 

April—June, 1925: 

28,100,000 Czervonetz roubles. 

Per insured person the cash benefits were as 
follows : 

1923 : 11,6 Czervonetz roubles. 

1924-25 20 ” 

In 1923 the average benefit was 65.9, 70.5, 67.3, 


80.6, 80.8, 85.6, 89.1, 98.2, 84.2, 85.4, 84.6, and 92.8 
per cent. of the average wage. 


The proportions between cash-benefits and bene- 
fits in kind are exhibited in the following table for 
1924-25 : 


37One Czervonetz rouble=} real rouble=} pre-war 
gold-rouble (approximately). Compulsory Social Insur- 
ance (Geneva, 1927) pp. 250, 323-324. 
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Benefits Per cent. of 
total benefits 
1. Cash benefits = 35.4 
2. Expenses for layettes 
(for the new born)... .. 5.6 
3. Nursing bonuses 
4. Funeral allowances... 
5. Medical attendance 48.0 
6. Sanatoria 
7. Rest homes 
Total ... 100.0 


The obligatory benefits which the insured receive 
i Czechoslovakia** are the same for all categories; 
inedical assistance and all medicines and _ sanitary 
appliances throughout the duration of the sickness but 
mot longer than a year from the beginning of ineapa- 
city to work. This also applies to members of the 
family. The insured has the right, beginning with 
the date of his incapacity, to a cash benefit amounting 
to about two-thirds of his wage, for not longer than 
a year. The cash benefit is also paid to agricultural 
labourers even when they remain in-the household of 
the employer or continue to receive their wages either 
Contracts with large landed proprie- 
tors (including State estates) have a provision requir- 


in kind or eash. 


ing the ageicultural labourer to return to his employer 
the cash benefit in case he receives a regular income 
during his illness. 


In addition to the sickness benefit, the female 
insured is entitled to assistance in pregnancy. The 
insurance pays for the service of a midwife or a 
physician in ease of necessity and a cash benefit equal 
to the sickness cash benefit six weeks before and six 
weeks after the confinement. In addition, the mother 
receives a benefit equal to one half of the sickness 
cash benefit, in ease she nurses her child, for a period 
of twelve weeks after the confinement. The assist- 
ance of a midwife or a physician is given also to the 
wife of the insured, but she does not receive any cash 
benefit. Finally, burial expenses are included in ease 


of the death of the insured. 


All those who live in the same household with the 
insured and rely for their maintenance mainly on the 
income of the insured are considered as members of 
the family, including children to the age of 17. In 
case an insured labourer loses his employment, he is 


“Derived from Pelc’s Report to the European Con- 
ference on Rural Hygiene (1931). 
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entitled to sickness insurance benefit for a period not 
exceeding six weeks. 

As to medical assistance, free choice of physi- 
A contract was made 
institu- 


cians prevailed until recently. 
by the federation of agricultural 
tions with a list of physicians eligible for treatment of 
The recent financial difficulties which 
accompanied the agricultural crisis has not failed to 


insurance 
the insured. 


react on the system of free choice of physicians. 

Additional benefits are granted by several agri- 
cultural insurance institutions which are in a better 
financial condition, such as bonuses for treatment at 
a watering place, outfits for mothers in childbirth, ete. 
The insurance fee which is paid half by the employee 
and half by the employer varies in different agricul- 
tural insurance institutions from 4.6% to 6% of the 
wage. 

Official data on sickness insurance for 1926 show 
that the agricultural insurance institutions have a 
slight majority of female members (50.2%). In 1926 
there was an average sickness rate of 39.88°, among 
all insured persons (the average for district sickness 
insurances was 48.56°,). In the agricultural sickness 
insurance institutions there were 44.08 cases of sick- 
100 insured; in the district 
There 6.73 childbirths in 


insurance per 100 


ness per insurance 


institutions 60.93. were 


agricultural sickness insured 
women as compared with 4.86 in the district 


The number of days compensated 


sick- 
insurance. 
on account of ineapacity through sickness was 7.62 
among the male members of the agriculltural sick- 
ness insurance as compared with 13.45 in district 
The respective figures for insured females 
(omitting childbirth) are 6.56 with 
13.48. Tf childbirth is taken into consideration the 
respective figures for the two sexes are 8.80 as 
These data show clearly that 
labourers is 


insurance. 
as compared 


compared with 14.49. 
the morbidity among 
lower than in the general sickness insurance institu- 


the agricultural 


tions which insure mainly industrial labourers. 


In Japan, the Act of 1922 as enforced in 1926 did 
not render the right to benefit subject either to a qua- 
lifving period or the minimum payment of contri- 
butions. Benefit was declared payable from the 
fourth day of incapacity to work, provided the sickness 
or injury was due to any cause unconnected with the 
work.*® 


pay during sickness, he may not claim benefit. In 


In case the insured person is entitled to full 


2%Compulsory Sickness Insurance (Geneva, 1927) 
PP. 192, 235, 314, 364. 
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any event the pgriod of legal benefit in respect of one 
and the same sickness is 180 days. 


The rate of benefit is 60 per cent. of the “‘basic”’ 
wage which corresponds almost to the actual daily 


earnings. The Act recognizes sixteen categories of 
actual and basic wages as follows :— 
Category daily earnings Basic daily wages 
Yen Yen 

0.35 0.30 
0.40 
0.50 
0.69 
0.70 


upto 
0.35—0.45 
0.45—0.99 
0.55—0.65 
0.65—0.75 
0.75—0.85 0.80 
0.85—1.15 1.00 
1.15—1.45 BO 
1.45—1.75 .60 
1.75—2.05 90 
2.05—2.35 2.20 
2.35—2.65 2.50 
3:65—2.95 2.80 
2.95—3.25 5.10 
8.25—3.75 3.60 
above 3.75 4.00 


rrr 
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benefits in kind 
These are granted without regard to the period 


The Japanese system accords 
ulso. 
of membership and include medical attendance, wnd, 
if necessary, hospital treatment. The assistance of 
nurses and free transport may also be given. 


Confinement benefit is fixed at 20 yens. Mater 
nity benefit is paid during 28 days before and 42 days 
after confinement and amounts to 60 per cent. of the 
daily wage. 


For 1952-33 we have the following statistics of 
Japanese sickness benefits :*° 


1. Average number of days for which sick- 


ness benefit was paid for all insured 


persons sets 6.5 


Number of confinements enjoying bene- 


fit for all insured persons 36,480 


Number of deaths for which funeral 
benefit paid for all 


persons eee eee 


Was insured 


11,372 


‘Industrial and Labour Information (Geneva, July 
16, 1934). 
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Under the head of medical ethics there came 


before the Bengal Council of Medical 
recently a case which calls for comment because of 


Registration 


the unfortunate recommendation made in the first 
instance by the Ethical Sub-Committee, recomimenda- 
tion which fortunately was not accepted by the 
Council and on which decision the Council is to be 
greatly congratulated. We refer to the case of Dr. 
Nripendranath Bose, 
Sub-Committee recommended should be erased from 
the Register of Registered Practitioners under section 
25 (a) (1) of the Bengal Medical Act, 1914. The 
broad facts of the case are that Dr. Nripendranath 
Bose was convicted and sentenced under the Criminal 
Law Amendment Act XIV of 1908 to 18 months’ 


He was released before the 


whose name the Ethieal 


rigorous imprisonment. 
expiry of the term, and in pleading his case he 
wdvaneced the argument that he was no longer subject 
to the section of the Criminal Law Amendment Act 
quoted above in view of his having been released 
before completion of the full term of his sentence. 


Reference to Government, however, elicited an 
emphatic denial of this contention, and __ it 
scem that this was sufficient to induce the Ethical 
Sub-Committee composed of Lt.-Col. T. C. Boyd, 
F.R.C.S., D.P.H., I.M.S., and Dr. Panchanan Chatterjee, 
M:B:, Bose. 
In this they quite overlooked broader issues involved, 
and in any case we do not see the justice of conferring 
on anyone a double sentence—first imprisonment and 
then deprivation of one’s livelihood. It sins against 
penology, which seek 
indeed such 


would 


to give a decision against Dr. 


all modern coneeptions of 
reform rather than punishment and 


4 


SOME ASPECT OF MEDICAL ETHICS 


punishment as contemplated by the Ethical Sub- 
Committee in the case of Dr. Bose is, likely to defeat 
its own object. 

Ethies in general and medical ethics in particular 
offer a wide field of controversy and the interpreta- 
tion of any code of ethics offer many difficulties. 
Whether or not Dr. Bose’s release prior to expiry of 
his sentence is in facet a condonation or not, does not 
If reference is had to the 
that the 


really enter the argument. 
British Medical Register it will be 
General Medical Council may direct the erasure of a 
name from the Register if a practitioner is guilty of 
infamous conduct in any professional respect. (The 
From what we can see of this case, 


seen 


italics are ours). 
there was no misconduct in any professional respect 
nor any conduct that reflected on Dr. Bose’s character 
as a member of the medical profession. His conduct 
under the civil law related to another sphere entirely 
and as we say, did not reflect on his professional 
capacity to practice. In such a case, the Council of 
Medical Registration was well advised in not accept- 
ing the unfortunate recommendation of the Ethical 
Sub-Committee to erase Dr. Bose’s name from the 
Register. It is for such a Council at all times to 
assert its independence of view and not allow itself 
to be affected by purely extraneous considerations. 
We hold no brief for any political party, but if the 
complexion of a doctor's political views and his polli- 
tical actions in consequence are to be allowed to 
affect his professional rights and privileges, it will be 
a sorry day for the medical profession. The science 
of medicine, like all sciences, can only flourish and 
develop in an atmosphere free of restraint. 
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PATHOLOGY OF ANZEMIAS 


Recent researches have thrown a good deal of 
light on the pathology of the anemias. The works 
of Doan, CUNNINGHAM and Sapiy gave us an insight 
into the site of formation of red blood cells and their 
order of development. The red cells are formed in 
the intersinusoidal capillaries of the bone marrow. 
They originate in the endothelial lining of these capil- 
laries and pass through different stages, gradually 
losing their nuclei and acquiring more of hemoglobin, 
till they attain maturity. In health only a small 
portion of these capillaries are active, the rest lie in 
a dormant state, coming into activity when there is 
a call in the system for active regeneration of red 
blood cells. 

The next important finding was the importance of 
dietetic and chemieal factors on red blood cell for- 
mation in the marrow. This aspect of the question 
was very fully dealt with by Wrrrs in his Gaulstonian 
lecture for 1932. From experimental and clinical 
studies we know that the formation of hemoglobin 
and red cells depended on different 
chemical substances including copper, liver 
extracts and probably a part of the vitamin-complex 
B. The value of liver and liver preparations in 


stroma ot 
iron, 


pernicious anemias was first suggested by WHIPPLE 


in 1922 but was thoroughly worked out by Mrvor 
and Morpny (1926). The active principle of liver 
responsible for the good effect found — by 
Coun, Minor and others to be present in the nonpro- 
tein fraction of the liver extract. The next important 
work was that of Castix who working during the 
years 1928 to 1933 demonstrated the presence =f an 
‘ intrinsic ’ factor in the normal gastrie juice which 
‘ extrinsic ’ factor present in the food 
The intrin- 


was 


acting on an 
liberated a curative hematinic principle. 
sic factor was found to be absent in the gastrie juice 
of pernicious cases during relapse and was found to 
be present in the dessicated hog stomach but not in 
that of ox or sheep. The extrinsic factor was present 
in meat. Strauss and Castie found the concentra- 
tion of the extrinsic factor in autolysed yeast to be 
twenty times of that in beef muscle. This factor was 
also found in rice polishings and wheat germ and the 
wuthors supposed that vitamin B was the extrinsic 
factor. This however, questioned by 
others. 


view was, 


In anemias, due to defective supply of food fac- 
tors, defective function of bone-marrow may take 


place at any of the different stages of red cell forma- 
Absence of the intrinsic factor in the gastric 
deficienev of 


tion. 
juice, as in pernicious anemia, 
extrinsic factor, and failure in absorption or destruc- 
antianemie prin- 


gross 


tion in the intestinal tract of the 

ciple, as in sprue, produce anemias with a_ high 
colour index and increased overage diameter of the 
corpuscle. the macrocytic 
anemias of sprue and some anemias of pregnancy 
belong to this group because of a common response 
These have 


Pernicious anemia, 


to liver, gastric and marmite therapy. 
been called macroeytie anemias to differentiate them 


from anemias essentially 


hypochromie microeytie 
due to iron deficiency. These cases may be recog- 
nised by the determination of the average cell 
diameter, cell volume, iron and hemoglobin — estima- 
tions. In diseases like sprue where we may have 
mixed deficiencies we may find macrocytie anemia 
alternating with a microcytie one. 

Loss or destruction of red cells give rise to ane- 
mias the grade of which depends upon the extent of 
the loss and on the regenerative power of the bone 
marrow. Normally the life of a red cell may be taken 
as thirtv days and the mode of disintegration is by 
fragmentation and phagocytosis by the cells of the 
reticuloendothelial svstem followed by breaking down 
of the pigment into iron and bilirubin. A part of this 
bilirubin is excreted by the Ilver and converted into 
stercobilin in the intestinal canal. In excessive red 
blood cell destruction by malarial parasites or in he- 
molytic anemias there is an increase of bilirubin and 
its precurssors in the blood which give an indirect 
van den Bergh reaction. There is an increase of 
stereobilin in feces, a part of which is absorbed in the 
circulation and excreted as urobilin in the urine. 
There is an increase of the fragility of blood corpus- 
cles and poikiloevtes may be seen. Evidences of re- 
generation are also seen. In slight and moderate 
cases there is an increase of the reticulocytes. A few 
normoblasts may also be seen but when the bone 
marrow is seriously taxed all types of immature red 
cells are delivered into the circulation. 


In the anemias of pregnany more than one type 
may be seen. It may be microcytic associated with 
hypochlorhydria and iron deficiency. Macroevtie tvpe 
is seen in ‘‘ pernicious anemia of pregnancy ’’ of 
Wits. Here the dficiency seems to be due to a lack 
of vitamin B and these patients do well with marmite 
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and liver extracts. Wurrs deals at length with the 
hemolytic anemia of pregnancy. The patients have 
a death-like palor with a icteroid tint; indirect van 
den Bergh reaction is positive, urobilin is present in 
the urine, and bilirubin excretion is increased. The 
anemia is of the plastic type with sign of rapid re- 
generation of red cells. 


The growth of red cells may also be depressed 
by general factors as in toximias, infections, and malig- 


nant diseases. In leucemias excessive stimulation 
of the myeloid tissues may inhibit red cell formation. 


Laboratory studies in anemias should include: 


1. A red cell count to determine the total num- 
ber present per cubic millimeter. 


Hemoglobin content: The number of 
grammes present per 100 ec. of blood. 


The average size of the red cells as deter- 


385 


mined by the hematocrit or by means of 
Price-Jones curve or by the halometer. 
This gives an idea whether the type is a 
macrocytic, normocytic, or microcytic. 
The reticulocyte count which is an index 
of the rate of effective cell regeneration. 
Effects of liver therapy can thus be 
measured by a reticulocyte count. 


Examination of stained films to determine 
the degree of anisocytosis, polychroma. 
tophilia, the types of nucleated red cells 
as also poikilocytosis. 

Estimation of the bile content of plasma 
by determining the icterus index and 
from van den Bergh tests. Presence of 
an indirect van den Bergh reaction with 
a high icterus index indicates destruc- 
tion of red blood cells in the system. 
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MODERN THERAPY IN GENERAL PRACTICE 


DEVELOPMENT OF LIVER THERAPY IN PERNICIOUS ANAEMIA* 
A NOBEL LECTURE 


Delivered before the Caroline Institute at Stockholm on December 12th, 1934 


Grorce R. Minor, M.p., s.p., (Harvard), F.R.c.s., (Edin.) 


Professor of Medicine, Harvard University 


Drerary Dericrency Prernicious ANMIA 


The idea that something in food might be of 
advantage to patients with pernicious anemia was in 
iny mind in 1912 when I was a house officer at the 
Massachusetts General Hospital, as is noted in certain 
case records there. From my student days, since I 
had the opportunity in my father’s wards at the 
Massachusetts General Hospital to distinguish from 
pernicious anemia two cases of chronic hereditary 
hemolytic jaundice, I have taken a deep interest in 
this disease. I watched many patients pass through 
relapses and remissions and observed that, despite 
treatment with arsenic, blood transfusions, splenec- 
tomy, and other procedures, all eventually died. 
Prolonged observation permitted me to become 
acquainted with the multiple variations and many 
aspects of the disease and to realise that from a few 
cases it was difficult to determine the effect of thera- 
peutie procedures. 

The study of the patients’ diets was begun in 
1915 in an attempt to determine if some sort of 
dietary deficiency could be found. The similarity of 
certain symptoms and signs of pernicious anemia to 
those in pellagra, sprue, and beri-beri was appreciated 
and the fact that certain sorts of anemia were 
occasionally associated with a faulty diet. C. Eiprrs, 
among others suggested in 1922 that such a state of 
affairs existed in pernicious anemia. Furthermore, 
the almost constant occurrence of achlorhydria_ in 
pernicious anemia, which appears usually long before 
the anemia and remains in spite of liver therapy led 
me to wonder if this disorder of the digestive system 
had something to do with the condition, which might 
be in the nature of a dietary deficiency disease. 
Indeed, §S. Fenwick, about 1880, suggested the 


possible primary role of the stomach but it remained 
for W. B. Castie in 1928 to demonstrate the part 
this organ plays in the causation of the disease. 


The possibility of an excess of fats in the diet 
leading to excessive blood destruction was considered, 
but therapy with low-fat diets was futile. Later the 
effects of high calorie feeding with an _ excess of 
protein derived especially from meat were studied at 
about the same time that other physicians such as 
L. F. Barker, reported some benefits from this 
treatment. The results were not impressive but were 


perhaps suggestive. 


Although W. Pepper in 1875 and J. Connuim 
in 1876 recognised that the bone-marrow’ was 
abnormal, there was a prevailing opinion in the early 
part of this century that abnormal blood destruction 
played an important or primary role in the production 
of the disease. Nevertheless, it was believed by 
many physicians, as 1 was taught, that the produc- 
tion ot blood by the bone-marrow was also deeply 
implicated. About 1919 the late James Homer 
Wriceut taught me to appreciate the character of the 
abnormality of the bone-marrow in pernicious anw- 
mia, which led me to believe firmly that something 
was needed to make the primitive red cells that crowd 
the bone-marrow in relapse grow to normal cells; and 
that it was of no particular value to aim treatment 
towards stopping what has been called excessive blood 
destruction in this disease. In 1922 C. H. Wiipp.e 
suggested that in perniccious anemia there might be 
a searcity of material from which the stroma of the 
red blood-cells was formed or that a disease of the 
stroma-forming cells of the bone-marrow existed. 
This concept fitted with the idea that there was a 


* Reproduced from Lancet, Feb. 16, 1935, 
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deficiency of something in the body and that dys- 
function of pigment metabolism was resultant or of 
secondary importance. 


Liver IN Pernicious ANAEMIA 


For centuries the concept that food bore a rela- 
tionship to anemia had been vaguely expressed in 
the literature. It had been shown that liver and 
kidneys, rich in complete proteins, 
growth of animals and that substances in liver could 
It was likewise recognised that 
with sprue 


promoted the 


enhance cell division. 
liver feeding could benefit 
( P. Manson 1933 ) and pellagra. 
the reasons that led to the choice of liver as a sub- 
stance likely to enhance blood formation. Of invalu- 
able importance was Wutppie’s fundamental and 
classical work on hemoglobin regeneration by means 
ot liver and other foods‘in anemia due to blood loss 
in dogs. He has now placed upon a secure quantita- 
tive basis the influence of food upon anemia. 


patients 
These were among 


A few patients were fed with relatively small 
amounts of liver during 1924 and early 1925. Al- 
though these first patient did better than was expect- 
ed, the results permitted no more than speculations. 
Then W. P. Mvrpny joined in the work and we toge- 
ther pursued the study of these and subsequent cases. 
Liver had been fed by R. B. Gipson and C. P. 
Ifowarp and other individuals to pernicious anemia 
patients but without persistence or definite results. 
It, seemed to us that to accomplish our object a large 
weighed amount of liver should be fed daily with re- 
gularity. Likewise to determine the effect it was 
considered essential that data should be obtained in 
a large number of cases to be appropriately compared 
By May, 1926, we had fed liver inten- 
In many of these 
obvious 


with controls. 
sively and daily to 45 patients. 
improvement was 
Soon they craved food and 


patients, symptomatic 
within about a week. 
colour appeared in their faces. 
symtoms rapidly lessened. Within about 60 days the 
red blood cell counts had risen on the average from 
low levels to approximately normal. I wish especially 
to eall to your attention the fact that an objective 
measure of the effects upon blood production was the 
chief basis of our conclusions that by feeding liver 
significant improvement had been obtained. I refer 
especially to counts of new adult and young red blood 
cells (reticulocytes) appearing, as F. W. Praropy’s 
studies demonstrated later, as a result of the matura- 
tion of the immature cells crowding the bone-marrow. 


Tongue and digestive 
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Liver Extracts 


The next step naturally was to attempt to deter- 
mine the nature of the constituent in liver responsible 
for the effects and to learn if an extract for thera- 
peutic use could be obtained. Epwin J. Coy, in 
the Department of Physicial Chemistry in the Labo- 
ratories of Physiology of the Harvard Medical School, 
soon made a potent extract suitable for oral use. We 
tested on patients the preparations he prepared in 
an attempt to isolate the active principle. Although 
unsuccessful in this objective us time passed we 
demonstrated (1929) that the potent material could 
be given intravenously, and produced maximal effects 
in very small quantities (O.1d5g.). These small ex- 
perimental preparations were not practical for regular 
use, and it remained for G&NSSLEN in Germany to pro- 
duce the first practical extract for parenteral therapy. 
Since then numerous individuals have prepared and 
studied such preparations. Extracts for parenteral 
use can be easily made by dissolving in water a pow- 
dered extract (fraction G of Colm) commonly used 
in America. The exact nature of the potent sub- 
stances remains unknown, but especially from the 
studies of EK. J. Coun and Kk. West it appears to be 
a relatively small nitrogenous compound. 


Extract given parenterally is at least 30 and 
perhaps 50 times as potent as extract given by mouth, 
and it assures the individual of receiving into his 
body proper the material he lacks. It thus permits 
one to give large amounts easily, for example, a few 
cubic centimetres of fluid a week instead of about 
1500 to 3000 g. of liver. The physician must know 
what a given amount of a given preparation may be 
expected to accomplish under usual circumstances. 
He must recognise that extraction causes loss of 
potency and that the potency of a good preparation 
is usually no more than 70 per cent. of that of raw 
liver. Because a preparation is three times as con- 
centrated as another, it by no means implies that the 
amount of potent material contained is three times as 
great. It may actually be less potent. Active 
material is not confined to liver. It has been found 
to occur in stomach tissue by C. C. Srureis and R. 
Isaacs, and is found in kidney, brain, placenta, and 
probably other organs. CastLe has shown that a re- 
action between an unidentified substance in normal 
gastric juice and material in certain foods, rich in 
the vitamin-B complex, yields a potent product. By 
utilization of the principle described by Cast.x, 
Remann has shown that liver may have its potency 
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increased by incubation with gastric juice. This has 
resulted in the practical use of combinations of gastric 
and liver tissue. 


PrivcieLtes or TREATMENT witH Liver Extract 


Since the presentation of our original work, the 
regular beneficial results of liver therapy have been 
confirmed in many parts of the world; for example, 
in Sweeden by StrRANDELL and in Copenhagen by E. 
‘There have been differences of 
opinion regarding the value of one or another pre- 
paration, but these differences can largely be ex- 
plained if a proper comparison of dosage is made. 
There are cases requiring much more potent material 
than others, and in some cases there is difficulty of 
absorption, making parenteral therapy essential. As 
in other deficiency disorders there are factors such as 
infections, arterio-sclerosis, and serious damage to 
vital organs which inhibit the action of “* liver-ex- 
tract,’’ and when these are present it is often neces- 
sary to give unusually large amounts of the active 
principle. The results of treatment will be essentially 
the same if enough potent material, irrespective of 
its source, for the given patient enter the body 
throughout life. Indeed, pernicious anemia, like 
other deficient states, should be treated on a quanti- 
tative basis. Failure of liver therapy in a case diag- 
nosed pernicious anemia implies inadequate treat- 
ment, an incorrect diagnosis, or the existence of com- 
plications sufficiently serious in itself to be disastrous 
for the patient. 


The treatment should not consist in supplying 
enough material to remove oniy one symptom, such 
as anemia, but enougi to supply indefinitely all de- 
mands of the body for the substance and to fill it 
adequately with a reserve supply. The disease affects 
the gastro-intestinal and neural systems, as well as 
the hzemopotietic tissue. Probably more material is 
required to improve or inhibit the progress or deve- 
lopment of neural lesions than to permit blood ele- 
ments to be maintained. With proper dosage symp- 
toms due to neural lessions usually lessen, sometimes 
strikingly, as Murpuy and I originally noted. Un- 
favourable reports concerning the effects on the neural 
system can be attributed to failure to realise there is 
no standard dose of “‘ liver extract ’’ and that there 
1s a great variation in the potency of different prepara- 
tions; also that sepsis and other complications can 
inhibit the action of liver on the nervous tissue as it 
does on blood formation. For proof of the effect of 


liver on nerual lesions one must not so much study 
the degree of improvement as seek for evidence of 
the arrest of the process. In my clinic this has been 
done especially by M. B. Strauss. There have been 
observed critically over two to three years about 100 
cases, including 26 cases with advanced combined 
system disease, treated parenterally with liver extract. 
In no instance did a single objective neurologic sign 
become more marked, nor did an abnormal sign deve- 
lop. Abnormal signs sometimes decreased in intensity 
or become normal. There was thus objective arrest 
of the nerual lesions in every case and subjective im- 
provement in nearly all. Indeed, certain patients, who 
were originally unable to walk, became sufficiciitly 
improved to return to their occupations. Failure to 
arrest the progress of neural lesions, like failure to 
restore the blood to normal and keep it there, usually 
means that more liver is required. Sometimes such 
severe infection or the like is present that arrest 
cannot be achieved. One should not interpret paren- 
teral therapy as acting in any fundamentally different 
manner from oral therapy. Certain cases, treated for 
over eight years orally, have had no progress of their 
neural lesions. Many cases can be adequately treated 
orally, but parenteral therapy is simple and permits 
suitable amounts of active principle easily and assured- 
ly to enter the patient’s body. 


Liver TREATMENT IN MISCELLANEOUS ANAEMIAS 


Liver therapy has been shown to be of value 
in other anemias than the idiopathic pernicious 
anemia originally described by Addison in 1849. 
There are other substances in liver and in certain 
liver extracts potent for pernicious anemia, besides 
the principle active in pernicious anemia. WHIPPLE 
has demonstrated a factor in liver aiding blood rege- 
neration in ‘‘ secondary ’’ anemia. This factor can 
affect blood formation in certain clinical cases, but 
as yet has received little critical study in man. 
Liver extracts potent for pernicious anemia is of value 
in such other macrocytic anemias as arise in sprue 
(BLoomFreLD and Wycorr, B. K. Asurorp and 
OTHERS), pregnancy (L. Wiis, Strauss and Caste), 
cceliac disease ( Vaughan et all ), and the like. Party 
because we recognised in pernicious anemia that in 
addition to improvement of the blood, the alimentary 
tract and nervous systems were benefited a still wider 
application has resulted. The possibility of control- 
ling the gastro-intestinal symptoms in sprue by the 
use of parenteral therapy with liver extract has been 
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demonstrated by CastLe and C. P. Ruoaps. For this 
purpose it is of great value. Likewise in pellagra 
the” gastro-intestinal symptoms are responsive. The 
improvement of the skin lesions in this disease, which 
also occurs, suggests the possibilities of a broader 
application to other conditions. 


Tue Nature or THE ReticuLocyrE RESPONSE 

It was suggested in 1913 by Voce, and McCurpy 
that determinations of the numbers of the young red 
blood-cells (reticulocytes) might measure within a 
brief time the effect of therapy. Although I had 
studied those cells from my student days in many 
patients, it was not until Murpuy’s, and my observa- 
tions were well under way that the significance of 
the reticulocyte reaction as an index of the effect of 
It then be- 
came an important aid in the evaluation of therapy 
and in the subsequent development of effective liver 
It was soon recognized that following the 


potent material was fully appreciated. 


extracts. 
administration of effective doses of liver the reticulo- 
cytes in pernicious ane#mia are increased for a few 
days, during which time their numbers follow a dis- 
tinetive course. This reticulocyte reaction is orderly 
and simulates the curve for growth and death of orga- 
nisms and their cells. Critical daily observation of 
these reactions and their proper interpretation thus 
gives useful information concerning both the state of 
the patient and the potency of the material adminis- 
tered. 

A reaction that does not conform in character to 
that due to liver and in proper time relation to the 
administration of the substance under test should 
always be looked upon with suspicion. The reticulo- 
cyte reaction induced by liver indicates a bone-marrow 
reaction to a physiological need and not to a stimu- 
lant; a normal reaction to the existing anemia. <A 
reticulocyte response does not necessarily mean that 
specific material which the body lacks has been sup- 
plied, for there are other substances and conditions 
that cause reticuloeytosis in pernicious anemia, which 
do not regularly promote normal blood formation. 
or example, responses may be induced by potassium 
arsenite (Fowler’s solution) but they usually differ 
very much from the physiological responses to liver. 
Non-specific responses, however, may closely resemble 
tlidse due to supplying the deficient substance. One 
must be particularly critical of the nature of responses 
caused by substances given parenterally, because non- 
specifie responses of various sorts can arise more readi- 
|» from parenteral injection than from feeding. 
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It is important that the potency of products used 
in life-saving procedures be assured. The reticulo- 
cyte reaction is serviceable in yielding information 
regarding the strength of liver extracts and potent 
substitutes employed clinically. 
physiologically influence the reticulocyte reaction also 


The factors which 


influence the rate of total red cell regeneration, but 
as noted in 1927 the amount of material necessary to 
induce maximal reticulocyte rises is often less than 
the amount necessary for the maximal rate of increase 
of red cells. 
an amount expected to yield less than a maximal 


In testing products one must aim to give 


reticulocyte response, since otherwise considerable 
losses in potency may occur and remain undetected. 
The percentage of reticulocytes at the peak of their 
rise for a given red cell level has been used in com- 
Tt is, of course, difficult to determine 
whether one agent is more effective than another un- 


parative data. 


less tests have been made in the same way. Very 
different types of curves for reticulocytes will be 
obtained from daily administration and from one re- 
lative large parenteral injection, so that reticulocyte 
peaks cannot be compared directly. In either instance, 
however, the total number of voung red cells poured 
forth during the reaction will be similar. 


Because of the considerable variation in the re- 
activity of cases undoubtedly more information can be 
obtained by comparative tests of known and unknown 
material in the same patient. This can be accom- 
plished by observing the reticulocyte responses in suc- 
cessive ten-day periods of uniform daily administra- 
tion of each substance. The dosage of the substance 
of known potency given first must be such that a 


If so 


much material has been given that a maximal reticulo- 


submaximal reticulocyte response will result. 


cyte has occurred, an increase of potent material in 
the second period cannot induce a second reticulocyte 
rise. In a properly conducted test the occurrence of 
any orderly reticulocyte response to a second sub- 
stance means that it is of greater potency than the 
first material given. 


There is need for an animal or laboratory pro- 
cedure to test the potency of products and to aid in 
determining the nature of the substance or substances 
effective in pernicious anemia. Numerous studies of 
this sort have been made; for example, by J. M. 
B. M. Jacosson’s recent re- 
port concerning the use of the reticulocyte reactions 


VAUGHAN on pigeons. 


in guinea-pigs is suggestive of fruitful reuslts. 
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Tue Gastro-INTESTINAL CANAL IN 
Prernicious ANEMIA. 


In the early days, as has been noted, it was 
thought that pernicious anemia might be a dietary 
deficiency disease. The demonstration of the effec- 
tiveness of liver therapy indicated that this was highly 
probably the case and thus provided the proper orien- 
tation towards a study of its cause. CasTLE in my 
clinic, from work entirely of his own, has shown that 
it is a dificiency disease of a special sort, one which 
may be spoken of as a conditioned dietary deficiency 
disease. He and his have demonstrated 
that because of a specific defect of the gastric secre- 


associates 


tion the patient with pernicious anemia is unable to 
carry out an essential reaction with certain constitu- 
ents of food. In the normal individual this reaction 
is necessary for the production of the supply of ‘‘ liver 
extract ’’ and thus for the prevention of the disease. 
The material formed is absorbed and stored in the 
liver and certain other tissues, so that when such 
animal tissues are fed to human beings they receive 
the material needed in pernicious anemia without the 
necessity of the special reaction within their stomachs. 
In pernicious anemia it has been shown (J. C. Ivy 
and oTHERS) that ‘‘ liver extract ’’ is absent in the 
patient’s liver. The factor in the normal gastric 
secretion responsible for the reaction has not been 
identified with any of its recognised constituents. 
MEvULENGRACHT has shown from what portion of the 
stomach the gastric factor is formed in pigs. SrRavss 
and Caste have demonstrated that the food factor 
is associated with a number of natural sources of 
vitamin B, although from the work of Witts, Lassen, 
and others it is probable that it is not a portion of 
the vitamin-B complex. 


As a logical consequence of this work CasTLE and 
his associates have postulated the significance of 
defects of the dietary factor, the gastrie factor, and 
of difficulty in the absorption or utilization of sub- 
stances promoting blood formation in the production 
of other types of macrocytic anemia responding to 
liver extract. Thus in certain instances of the tropi- 
cal macrocytic anemia of sprue (CaAstLE and RwHoaps) 
and in the anemia of pregnancy studied by Wits in 
India a dietary defect seems of primary importance. 
The macrocytic anemia resulting from total ablation 
of the stomach or its destruction by cancer, like Addi- 
sonian pernicious anemia, is especially associated with 
loss of the gastrie factor. In the macrocytic anemia 
of certain cases of late sprue, of celiac disease, and 
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of rare instances of intestinal stenosis or multiple 
anastomoses, difficulty in absorption plays a major 
role. In the anemia of fish tapewrom infestation, 
these factors may also be involved. Theoretically 
there could occur a disorder of the internal metabo- 
lism of ‘‘ liver extract ’* and an oceasional case of 
macrocytic anemia might be explained on such an 
assumption. To-day we realise also that the parti- 
cipation of these factors may be variable and tempo- 
rary, as occurs in the pernicious anemia of pregnancy 
of the temperate zone (Srrauss and Caste). Dur- 
ing pregnancy the gastrie factor may be absent only 
to reappear after delivery. Macrocytiec anemia in 
animals has been produced by Witis and by Ruoaps: 
and Minier as a result of dietary defects, and Bence 
has shown that the liver of gastrectomized pigs be- 
comes deficient in “‘ liver extract.’’ 


In man, however, dietary deficiency is seldom 
confined strictly to one factor, nor are the results of 
disturbances of gastric secretion, of defects of intes- 
tinal absorption or of utilization necessarily concerned 
in only one type of metabolie process. Clearly such 
disturbances are involved in the production of iron 
deficiency resulting in certain types of hypochromic 
anemia. We have noted that combined deficiency 
of iron and “ liver extract ’’ is not rare in the same 
individual. Other double and even multiple defiencies 
occur. In one rare and striking case I have seen the 
tongue symptoms and skin lesions of pellagra subside 
upon the oral administration of yeast, then the oedema 
from protein deficiency vanishes when beefsteak was 
fed, and finally the macrocytie anemia disappears 
rapidly when liver extract was given orally. 


CastLe and his associates have shown that the 
gastric factor may return towards normal in perni- 
cious anemia after treatment with liver extract. It 
is probable that the gastric reaction proceeds some- 
what according to the law of mass action, so that 
very little of the intrinsie factor of the stomach might 
produce with a large amount of the extrinsic factor 
of the food, and vice versa, material for absorption 
sufficient to meet to a significant degree the demands 
of the body. Such a state of affairs could explain 
the responses in pernicious anemia obtained by feed- 
ing large amount of autolysed yeast extract as shown, 
for exapmle, by C. C. Unatey. Here it is probable 


that traces of the instrinsic factor were present; and 
Tsaacs, and Srurets have shown that 
traces, rather than complete absence, of this factor 
are apt to occur in Addissonian pernicious anemia. 
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In this disease, however, it is almost always the gas- 
trie factor that it grossly deficient rather than the 
dietary factor; but both substances may be involved. 
We have seen patients who formerly had satisfactory 
diets develop pernicious anemia within many months 
or a few years after partaking of distinetly undesirable 
diets. In such instances the poor diet probably pre- 
cipitated the onset of the disease. It is thus not 
difficult, in the light of modern knowledge, to under- 
stand the probable causation of the ** spontaneous ’ 
remissions and relapses in pernicious anemia. Pro- 
bably in the natural course of the disease, the gastric 
factor slowly declines but fluetuates in quantity from 
time to time. The extrinsic factor will also vary, and 
certain foods and rest may stimulate an increase of 
the intrinsic factor. Infection and severe gastritis 
could be responsible for temporary decrease of the 
castrie factor. The occasional patient, who after a 
lapse remains without liver therapy in a state of 
complete remission for years, probably represents an 
instance of a temporary marked decline in the gastric 
factor, if grossly deficient diet is now shown to have 

existed. 

Patients undergoing liver therapy for pernicious 
anemia sometimes, of their own accord, omit treat- 
ment and may remain in apparent good health for 
many months, but many more of such individuals soon 
find they are sick again. The former perhaps have 
accumulated a considearble reserve supply of ‘* liver 
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extract 
by treatment to manufacture some potent material 
from an ordinary diet. 
number of these patients will relapse if proper treat- 


in their body and probably have been enabled 
Sooner or later a very large 


ment is not resumed. The grave error in treatment 


is to prescribe too little “‘ liver extract ’’ 


When 


should be given. 


or potent 
in doubt, more rather 
that the 
receives into his body indefinitely and with regularity 


substitute. than less 


It is essential individual 
enough potent material for his given case. The phy- 
sician, however, must do more for his patient than 
prescribe a proper amount of liver, stomach, or the 
like; he should attend to all aspects of the case and 
not neglect attention to the individual’s manifold pro- 
blems of thought and action. 


I have attempted to outline Murpiy’s and my 
the the 
honoured us. | pointed out 


contribution to work for which Caroline 


Institute has have 
to you also, some of the studies that have been made 
as the result of demonstrating with Murpuy that liver 
feeding is dramatically effective for pernicious anemia 
patients. It seems to me that one may expect in the 
future more information to be obtained which, direct- 
ly or indirectly, will follow as the result of the obser- 
vations. Thus, upon the foundations laid by previous 
investigators, does medical art and science build a 
structure which will be, in its turn, the foundation of 


future knowledge. 
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MEDICINE 


Treatment of Exudative Paricarditis 


K. Hirzenpercer (Med. Klinik. October 12th, 
1934, p. 1862) points out that pericardial fluid endan- 
gers the heart by pressure on it and by producing 
intra-pericardial pressure changes. |The removal of 
large quantities of pericardial fluid in chronic cases 
results in weakened heart action, dyspnea, restless- 
ness, anuria, and death. To avoid this the author 
describes a new technique. The pericardium is 
punctured in the usual manner to ascertain the nature 
of the exudate. If it is purulent the fluid is aspirated. 
If it is hemorrhagic it is allowed to pass through the 
puncture hole into the pleural cavity by withdrawal 
of the needle. This wound is kept open for some 
time owing to loss of elasticity of the pericardium 
from infection and overexpansion. Twenty-four hours 
after the pericardial puncture a needle is inserted into 
the scapular line on the left side and the pericardial 
and pleural fluid aspirated over a period of three 
weeks. The advantages claimed for this method are 
that there is no danger of heart failure; the procedure 
is not trying to the patient, and recurrence of the 
exudate does not occur; there is no danger of pleurisy 
from a chronic pericardial exudate; and a concurrent 
pleural exudate, which is usually present owing to 
pressure of the pericardium on the left azygos vein, is 
aspirated at the same time. 


Renal Extracts in Arterial Hypertension 


D. M. Gomez (Presse Méd., September Ist 1934) 
records the results obtained in forty hypertensive 
cases by the administration of renal cortical extracts 
prepared by Pons and himself. These were given in 
daily hypodermic doses of 5 c.cm. for six to eight 
days. The chief result noted was a slow but progress- 
ive lowering of the arterial tension, commencing 
usually on the third or fourth day; this was accom- 
panied by a diminution of the blood urea. Subjective 
symptoms (headache, dyspnea, nocturnal frequency 
of micturition, and insomnia) showed marked improve- 
ment. Amelioration in the physical signs (bruit-de- 


gallop and other eardiae rhythmical disorders, espe- 


cially the extrasystoles) was not so evident; the car- 
diac volume and aortic diameter showed no modifica- 
tion. Subsequent treatments were equally beneficial. 
tesults were best in cases of renal insufficiency and 
were less favourable in sclerous and so-called solitary 
hypertension, and in that of the menopause. Car- 
diac insufficiency, even though, advanced, is not a con- 
traindication to this treatment. 


Tobacco and the Peripheral Vascular System 


J. 8. Wrieur and Morrar, (Journ. Amer. 
Med. Assoc., August 4th, 1934), as the result of ex- 
periments on confirmed smokers in an average state of 
health, came to the following conclusions. (1) A 
marked drop in temperature occurs at the tips of the 
fingers and toes. The average drop was 5.3°F. and 
the maximum 15.5°F. Surface temperature at the 
forehead and waist did not show a similar change. 
Slowing and stoppage of the blood fiow in the capi- 
llaries of the nail-fold were frequently observed during 
these tests. Very slight, if any, difference could be 
noted between the effects of standard denicotinized 
and mentholated brands of cigarettes. No direct 
relation between the degree of drop of peripheral sur- 
face temperature and the skin tests for tobacco and 
nicotine could be established. The lack of symptoms 
in experienced smokers was probably due not to the 
development of immunity to the toxins of tobacco 
smoke, but to conscious or subconscious control of the 
rate and depth of inhalation, which keeps the toxic 
effects at a submanifest level. The evidence seemed 
to indicate that nicotine is at least one of the toxic 
factors and that carbon monoxide and the products of 
the cigarette papers can be eliminated. 


The Electrocardiogram in Cases of Apparent Death 


O. Bruns (Miinch. med. Woch., August 10th, 
1934) observes that the usual clinical methods for 
determining whether death has occurred are inade- 
quate. This is shown by the number of authentic 
eases in which patients have ‘‘ come to life ’’ many 
hours after apparent cessation of the heart-beat. The 
electro-cardiogram is, he states, the only method of 


ate. 
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diagnosing with certainty whether life is extinct, and 
by its means the author was able to observe that the 
heart continued beating long after cessation of the 
pulse and heart sounds. It is, therefore, urged that 
in all cases requiring artificial respiration this be 
carried on till rigor mortis sets in. Electro-cardio- 
graphie control of the apparently dead has made it 
possible to observe the gradual cessation of the heart’s 
uctivity and to estimate the value of various method 
of artificial respiration. It has shown that purely 
mechanical and chemical stimulation of the skin or 
imucous membranes, when the corneal reflexes are 
absent, is valueless; further, that the classical methods 
of Smrvester, Howarp and ScuAFER are valuable as 
means of producing ‘*‘ endomassage ”’ of the heart by 
the to-and-fro movement of the blood within it, but 
that they must be combined with energetic message 

Any method 
not allow of 


of the heart when it has ceased to beat. 
of artificial does 

massage of the heart by knocking, shaking, or pressure 
74 to 100 times a minute is to be condemned. Bruns 
lias proved experimentally that actual cessation of ihe 
heart as shown by the electro-cardiograph is perma- 
nent, and injection of adrenaline into the heart muscle, 
carotid, or jugular vein, combined with artificial res- 
Reported cases 
of brilliant results achieved when clinically the heart 
had stopped beating may be explained by the fact that 
an electrocardiogram 
evidence of the heart’s action. 


respiration which 


piration and massage, is of no avail. 


would certainly have shown 


Nervous Complications and Sequelz of 
Enteric Fever 


From a study of the enteric epidemic in Lyons 
during 1928-29, A. Durort and R. Fromentr (Presse 
Méd., August Ist, 1934) conclude that the nervous 
are the most important sequele of this disease, and 
rank in frequency next to the hepatobiliary complica- 
tions. In the 3,000 cases of the epidemic nervous 
sequelz occurred in fifty-two (1.7 per cent.). In 
thirty-six eases (1.2 per cent.) psychic phenomena, 
such as dementia, diminution of the memory and 
intellectual faculties, nervousness, and neurasthenia 
were noted. Neuritic sequele, namely, 
and sensorimotor troubles localized in one or several 
nerves occurred in ten cases (0.3 per cent.). Other 
nervous sequele, such as chorea, hemiplegia, and 
aphasia, and especially epilepsy, were observed in six 
cases (0.2 per cent.). In a certain number of cases, 


neuralgias 
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these sequele, particularly the neuritic, were tempo- 
rary, and disappeared in from a few weeks to a few 
years. ‘The psychic variety, in particular epilepsy, 
were more definite and of longer duration. All these 
conditions occurred most frequently in young subjects. 


Massive Atelactasis in Pulmonary Tuberculosis 


According to P. Naveau and M. Presque (Arch. 
Méd.-Chir. de V Appareil Respair., 9:3, 1934) massive 
atelectasis differs anatomically from massive collapse 
simply in the non-permeability of the bronchial 
system in the former; clinically and radiologically the 
conditions are identical, and even lipiodol injection 
does not always penetrate the bronchi in 
In pulmonary tuberculosis massive atelec- 


massive 
collapse. 
tasis is not uncommon, and its effect is different 
according to its occurrence in a lobe which contains 
cavities or in a different lobe of that lung. In the 
former case, bronchial obliteration and massive atelec- 
tasis favour cicatricial cure: in the latter, the exagge- 
ration of negative pleural pressure may cause extension 
and aggravation of cavities lying in the upper lobe 
when the lower is collapsed. | Most commonly in 
phthisical patients atelectasis follows hemoptysis and 
is transitory, but chronic forms occur, of which the 
following example is related. A woman, aged 26, 
with a six years’ sputum-positive history, was found 
to show an opacity as well as recent acute distress. 
Clinical and radiological signs suggested massive pleural 
effusion. Puncture, however, showed the absence of 
fluid and an increased negativity of the intra-pleural 
pressure (10,20 mm.). Pneumothorax was instituted 
at once, and the opacity was absent in the photograph 
now taken. ‘Treatment by repeated pneumothorax is 
the best for such cases, and the outlook is often not 
unfavourable. 


Ultimate Fate of Empyema Patients 


P. Menck-TuyGesen and K. Banke (Ugeskrift 
for Leger, October 11th, 1934, p. 1120, Ref. B.M.J. 
January 26, 1935) have conducted follow-up investiga- 
tions of the patients given surgical treatment in hos- 
pital for empyema in the period 1920-30. Altogether 
249 patients were discharged from hospital. As 
many as seventy-two could not be traced, and thirty 
had since died, the causes of death being unknown 
in seventeen cases. Among the remaining thirteen 
eases there were only five whose death was referred 
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to some disease or other of the lungs. The survivors 
who were re-examined numbered 147, or 58 per cent. 
of the total. A bacteriological examination had not 
been invariably made at the time of operation. — In 
sixty-one cases pneumococci, in seven hemolytic 
streptococci, in fifteen streptococci, and in ten staphy- 
As many as 121 of the 147 ex- 
well and without any 
Right ex-patients 
to dyspnoea on 
for 


lococei were found. 
patients were found to be 
symptoms referable to the lungs. 
were subject to bronchitis and ten 
exertion. Only five had required treatment 
recurrence of the empyema, and one for pleurisy four 
vears after the empyema. ‘There were also two ex- 
patients who had sinee suffered from hemoptysis, 
which, in one case, was due to the development of 
pulmonary tuberculosis. The lesson of this investiga- 
tion is that, onee he has recovered from an empyema 
after an operation, the patient has an excellent chance 
of not being overtaken by subsequent pulmonary or 
bronchial complications. 


Diagnosis of Influenza 


R. Vor Den Vetpen (Deut. med. Woch., Octo- 
ber 19th, 1934) discusses the means wherby the reck- 
lessly wholesale diagnosis of influenza can be avoided. 
In most cases of lassitude, headache, pains in the 
limbs, and irritation of the respiratory or 
intestinal tracts, often associated with a sense of 
fever, it is so temptingly easy to diagnose influenza. 
This diagnosis has often to be revised when, some 
twenty-four hours later, a definite local lesion 
develops, such as a follicular angina, gastro-enteritis, 
bronchitis, cystitis, or pyelitis. At present there is, 
in the author’s opinion, only one test of value in the 
differential diagnosis, and it entails the co-operation 
of an institution with a skilled staff. It is the blood 
Leucopenia, with more or less definite left- 
hypo or an-eosino- 


gastro- 


count. 
hand deviation, nuclear changes, 
philia, and relative lymphocytosis point to a sudden 
illness with vague svmptoms as being influenza. But 
this blood picture is not pathognomonic, though very 
The same picture, which is 


suggestive of influenza. 
normal 


the expression of marked inhibition of the 
activities of the bone-marrow, may also be observed 
in typhoid and para-typhoid fever, and in those forms 
of enteritis whose etiology is still obscure, though 
they may be related to the paratyphoid group. These 
diseases, like influenza, are characterized by lassitude, 
headache, pains in the limbs, and a fever which may 
not conform to any special type. 
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Diagnostic Signs of Slight Ascites 

C. Lian and V. Oprner (Presse Méd., August 
25th, 1934) state that in normal subjects a bruit can 
he heard on auscultation during abdominal percussion. 
In ascitic eases this is followed by a second bruit, 
longer and more intense, which is due to displacement 
of the ascitic fluid by the pereussion. This bruit is 
best heard over one iliac fossa while perecussing the 
As it may be absent in the dorsal decubitus, 
placed in the erect 
present. 


other. 
the patient should always be 
position, in which the bruit is 
In this position another diagnostie sign is also obtain- 
ed, namely, a zone of dullness limited at its upper part 
These two signs are always 
the smallest 


constantly 


by a horizontal line. 


present in, and diagnostie of, even 


ascitic effusions. 


Prophylaxis in Sea-Sickness 
1934) 
which 


(Practitioner, August, 
sea-sickness 


T. Marrianp 
states that the only form of 
requires medical attention is the profound depression 
which goes with a severe and that 
susceptibility as well as temperament has to be con 


vagal response, 


sidered. For cases of moderate susceptibility, atropine 
medication is advisable for the twenty-four hours 
prior to sailing; the ship surgeon will probably con- 
tinue this. Patients with extreme suggestibility may 
be benefited by similar preliminary sedative mediea- 
tion with drugs of the barbitone or chloretone groups. 
Such may be unnecessary if the patient is convales- 
cing from a severe or exhausting illness, when he 
passes from the sympathetic to the vagal type. If 
prophylaxis is desired in such a ease owing to great 
susceptibility to sea-sickness, it is strongly advisable 
that atropine or hyoseyamus should be given. It is 
important to distinguish beforehand between the vaga! 
types, which will suffer severely unless treated for the 
vagotonia, and the sympathetic types, which will 
escape unless intensely susceptible and thereby prone 
to vagal reactions. Continued repression of the out- 
ward and physical manifestation of the emotions in 
the sympathetie type not infrequently results — in 


vomiting. 


Combined Arsenic-Gold Therapy in Lupus 
Erythematosus 


K. Sremer (Wien, kin. Woch., August 17th, 
1934,) succeeded in curing, 


within two or three 
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months, fourteen out of nineteen patients with lupus 
erythematosus by a combination of arsenic followed 
The great majority had proved 
Cases of the 


by gold treatment. 
refractory to other modes of therapy. 
disseminated type and patients showing marked sen- 
sitiveness to arsenic made the best responses. Fow- 
ler’s solution was first given in doses increasing from 
three to fifteen minims thrice daily until mild toxic 
symptoms (erythematous eruption, pruritus, dry 
throat, burning feeling in the eyes) occurred. The 
gold was now given as oily solganol B, in intragluteal 
injections increasing from 0.002 to 0.06 gram in about 
twelve to fifteen injections, with a total dosage not 
exceeding 0.5 gram and intervals of five to seven 
Slight 


of the series. 


days. recurrences were noted in two eases 


SURGERY 


Cerebral Dermoid 


P. Pumirs and D. M. Sroxne (Bristol Medico- 
Chir, Jour. 51:194, 1934) report a ease of cerebral 
dermoid in a 26 years old patient, whose mental con- 
dition first attracted attention af 12 years of age, 
when his ease was reported for investigation in regard 
to his intelilgenee, with a view to his transfer to a 
Special School. On aecount of his age, however, no 
further steps were taken. 

He left school at 14; his mother died a year 
later; he earned his living selling papers in the street. 

‘ 


The money he earned he is said to have spent ‘‘ in 


a silly manner.”’ At 18 years of age he was admitted 
to Stapleton Institution and certified by Dr. Symes 
under the Mental Deficieney Act as follows: ‘* Face 
asymmetrical, partial paralysis of right arm and leg. 
Ilis memory is very poor. He failed on every ocez- 
sion to repeat seven digits when dictated to him. 


Has difficulty 


in doing any simple ealeulation or problem in his 


Writes fairly, reads very imperfectly. 
head. Does not know the difference between a king 
and a president. He is good at problems of fact. 
Could not hold his own with other boys of his age 
on aecount of his physical and mental infirmities. He 
is subject to epilepite fits.’’ His intelligence quotient 
by the Binet Simon seale was about sixty-two. 
After his admission his mental condition slowly 
deteriorated, and he continued to have from fifteen 
to twenty fits per Ks 
‘major ’’ in type. 
robust, and well-nourished, but he was liable to aene, 


month, both minor ’’ and 


His general physique was good, 
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boils and other spetic conditions. On 15th March, 
1934, he suddenly became exceedingly drowsy, and 
shortly after developed a squint and ptosis of the left 
eye. Examination of the dises showed bilateral optic 
On 7th April, 1934, he was transferred to 
somewhat 


neuritis. 
Southmead completely stuporose and 
Temperature 96.8°F. Pulse per 
minute. Respirations 12 to 14 per minute. Examina- 
tion of the eyes showed a complete ptosis on the left, 
and almost complete ophthalmoplegia of the left eye. 
The pupils did not respond to light and were unequal, 
the left being irregular and larger than the right. 


cyanosed. 


The right eye showed nystagmoid movements towards 
the mid-line. Both dises showed well-marked papille- 
dema. Pinching of the neck or tapping of the face 
on the left side resulted in a slow and limited spasin 
of the left facial muscles. Abdominal reflexes were 


absent. The right arm showed an old paralytic 
lesion with contractures; the left arm was freely 
moveable; no tendon reflexes could be elicited either 
The reflexes 


side. The legs showed partial paresis. 


were present and normal. No abnormality was found 
in the other organs. Attempts at feeding were un- 
successful, save with a tube, and patient died on 


the 15th April. 


At the post-mortem examination, the right cere- 
bral hemisphere and mid-brain showed no abnormal- 
ity, and the right lateral ventricle, though distended 
by cerebro-spinal fluid, contained no foreign material. 

The left hemisphere contained a large growth. 
The growth was originally enclosed within a_ thin 
membrane, so that actually it was a semi-solid evyst, 
but the membrane was torn while removing the brain. 
The temporal lobe was hollowed out on its superior 
and mesial aspects by the tumour mass, which com- 
pressed without invading the brain substance. The 
hippocampal gyrus and uneus were distinguishable 
formed measured 


but much distorted. The space 


about two and a half by two inches. 
The growth consisted of :— 

1. <A ‘solid, cream-coloured mass of cheesy 
appearance, fatty consistency, and friable 
texture. This filled the space above des- 
cribed, but was nowhere adherent to its 
Seattered 
stance were numerous fine, short. silky 


walls. throughout its sub- 


hairs. 


to 


Small eauliflower-like masses of growth pro- 
jecting from the walls of the space, ad- 
herent but easily removed. 
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3. Hairs, growing either singly or in masses ; 
some were fine, others were coarser and 
darker. 

On opening up the left lateral ventricle, this was 
found to be almost filled with the growth, extending 
into the anterior, posterior and descending horns. It 
was mainly of the warty, cauliflower-like tvpe showing 
no marked evidence of compression. The masses of 
growth, inside the ventricle and without, connected 
up through a space at the tip of the inferior horn 
of the ventricle, apparently formed by a dilation of 
the lymphoid spaces around the choroid plexus of the 
lateral ventricle. This space was about 4 mm, in 
diameter, and was enclosed by a smooth-edged mem- 
brance. The brain substance and choroid plexus were 
free from neoplastic invasion. 


The naked-eye appearance and the presence of 
dermal structures (hair), together with its relation 
to the meninges, pointed to the growth being a true 
dermoid of pial origin as opposed to the more fre- 
quently occurring epidermoid. 


Treatment of Basal Fractures of the Skull 


Hesse (Miinch. med. Woch., October 12th, 1934) 
writing from the standpoit of an oto-rhinologist, ex- 
presses the following views concerning treatment of 
fractures of the base of the skull. Conservative treat- 
ment in the presence of fractures involving the aural, 
nasal, or accessory nasal cavities is fraught with very 
considerable risk of a late meningitis, which is almost 
invariably fatal. Accordingly a special rhinoscopic 
and otoscopic investigation should be done in the 
early stage, and x-ray photographs should be made 
from the appropriate special angles when fractures 
of the middle ear, petrous-temporal, or accessory 
sinuses seem likely. Not all basal fractures are to be 
detected radiologically, especially those of the roof 
of the ethmoid, the posterior wall of the frontal sinus, 
or the roof of the sphenoid. In general, prophylac- 
tic operation ( exploration and clearing ) should be 
done in communited or splinter fractures involving 
the ear or nasal cavities. In clean-cut fractures near 
the internal ear expectant treatment is justified ex- 
cept (1) when chronic suppuration of the ear ante- 
dates the accident or (2) when the fracture opens into 
the middle ear. Clean-cut fractures involving the 
roof or posterior wall of the accessory nasal sinuses 
justify operation, for intracranial infection is then 
easier than in fractures affecting the ear. X-ray proof 
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of veiling of the frontal, ethmoidal, or sphenoidal 
sinuses indicates the possible combination of effusion 
of blood with small basal fissures; opening of the 
sinus by draining the hematoma will prevent its 
suppuration. 


Autoplastic Bone Grafts in Surgical Tuberculosis 


LaAvALLE (Semana Meédica, August 
23rd, 1934), after careful and prolonged observation 
of the methods of defence of bony tissue invaded by 
Koch’s bacillus, and having noted the invariable pre- 
sence in such bones of what he calls ‘‘ hyperemic 
and strangulated tuberculous foci,’’ states that, after 
dealing with the affected parts in the usual classical 
surgical procedure, he inserts into some of the foci 
small grafts of bone taken from the patient. The 
action of these not only expedites cicatrization and 
healing of the parts so treated, but frequently 
duces a disappearance of the tuberculous process in 
other organs, and complete restoration to health of 
patients with active tuberculosis of the lungs. 


pro- 


Osteomyelitis in Infancy 


KE. Santi (Arch. Ital. di, Chir., 37:1, 1934), states 
that out of 316 cases of osteomyelitis in the first ten 
years of life admitted to the pediatric surgical clinic 
at Florence from 1999 to 1933, eighty-seven were in 
the first year, twenty-two in the second, and seven- 
teen in the third. Of the forty-eight cases in the first 
year, twelve were in the first month of life. The 
most frequent causal organisms were streptococci, 
diplococei, and diplo-streptococci. The  staphylo- 
coecus was rarely found. The chief exciting causes 
were infection otf the membranes, 
and respiratory tract, and The onset 
of the disease occurs most the 
metaphysis, but fairly often it takes place in the 
epiphysis and sometimes in the newborn in the cen- 
tral part of the diaphysis. Unlike what is found in 
adolescence, the femur is far more frequently affected 
than any other bone, while the tibia, which is most 
often involved in adolescence, comes third in order 
of frequency in infants after the femur and humerus. 
Involvement of the jaw is also relatively frequent 
in infancy. These differences are due to the varying 
degree of intensity of development of the bones at 
different ages. The prognosis of osteomyelitis in 
infancy is grave. Forty-one of the eighty-seven 
patients died, thirty-six recovered, and in ten cases 
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frequently at 


skin, 


= 
j 
Ai 


Von. IV, No. 9 
MAY, 1935 


the result was unknown. In the first year of life, 
the mortality was 56 per cent., in the second year, 
45 per cent., and in the third year, 23 per cent. 
Treatment should be as conservative as possible. 


Acute Suppurative Parotitis 


H. Tarsor (Amer. Journ. Surg. August, 1934), 
states that acute suppurative parotitis is generally 
a secondary condition which may occur as part of a 
post-operative complex, after an infected wound, in 
ihe course of an acute 
markedly esthenie state, and as part of a terminal 


infectious disease, in any 


condition. In many cases pneumonia is_ present, 
whilst in 10 per cent. of cases reported there was a 
history of preceding cold or sore throat. It has been 
demonstrated that the staphylococcus aureus is the 
infecting organism in the majority of cases, 
and it can generally be grown in pure culture from 
pus expressed through the meatus of Stenson’s 
when acute suppurative parotitis is present. 
In most instances the infection must reach the gland 
through the blood stream or by ascending through 
Stenson’s duct from the mouth. The majority of 
cases show clear evidence of infection of Stenson’s 
duct, pus being present at its orifice. Small absces- 
ses may appear in different parts of the parotid gland 
with areas of healthy tissue between, but usually the 
whole gland is indurated. 
Other complications which may 


duet 


Sloughing, and more rarely 
gangrene, may occur. 
be seen in cases of suppurative parotitis are: a spread- 
ing cellulitis, involvement of the external ear, phle- 
bitis, and thrombosis. Extension of the infection to 
the mastoid process and to the breast has been known 
The onset of the disease is usually sudden, 
with fever and pain and swelling over the gland. 
Motion of the lower jaw is painful and difficult, and 
there may be spasm of the masseter muscle. In 
fatal cases the course is rapid and death may occur 
within two days. Prophylactic treatment should con- 
sist of careful attention to the hygiene of the mouth, 
and the maintenance of a free flow of saliva. In the 
more virulent cases, surgical intervention is necessary 
as soon as there is evidence of localized pus. In 
& case reported it was possible to evacuate a large 
quantity of pus under local anesthesia, and the patient 
made a good recovery. 


to occur. 


Perforation of Jejunal Ulcer 


If. and K. Meyer (Arch. 
August, 1984), consider that jujunal ulcers of peptic 


of Surq.. 
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origin are of a serious nature owing to the tendency 
of the lesion to extend rapidly beyond the wall of the 
intestine. This is due to the thinness of the jejunal 
wall and the susceptibility to peptic corrosion of the 
part of the digestive tract. The complications of 
jejunal ulcer when this develops beyond the serous 
coat of the jejunam are of two principal types— 
penetrative and perforative. Penetration occurs when 
an adjacent structure becomes attached to the base 
of the ulcer before rupture takes place; sometimes 
a granulomatous mass develops and simulates a neop- 
lasm. Perforation generally occurs into the free peri- 
toneal cavity or into an adjacent hollow viscus, which 
is usually the colon. Sometimes the entire thickness 
of the ventral abdominal wall is perforated and a 
jejunal fistula is established. It has been noticed 
that there is increased deposition to perforation else- 
where after jejunal perforation, and it has also been 
seen that a fair percentage of cases of gastro-duodenal 
rupture treated by gastro-entrostomy have suffered 
from a subsequent jejunal perforation. This tendency 
to rupture is also seen in numerous cases of recur- 
rent jejunal rupture. The chief differences between 
the benign and classic forms of rupture are observed 
in the post-perforative stage. In the classic rupture, 
the acute pain of onset is followed by symptoms of 
progressive peritonitis, which may end with death, 
whilst in the benign or subacute type the diffuse peri- 
tonitis of onset rapidly recedes, and spontaneous reco- 
very ensues. Four cases are reported, the first of 
which was of the classic variety and was treated by 
operative closure with recovery of the patient. The 
remaining three showed spontaneous 
closure; in two of these an abscess was drained with 
recovery, but in the other case death occurred from 
diffuse peritonitis. 


evidence of 


Treatment of Rectal Prolapse 


H. Brappy (Finska Lakaresallskapets Handlin- 
gar, September, 1934), has undertaken operative 
ireatment in eighteen cases of prolapse of the rectuin 
of such an extent that the “‘ tumours ”’ ranged from 
the size of an orange to that of a fist. He considers 
that the etiology of this condition is still obscure, 
that the causes of it may be multiple, and that the 
Its occurrence in 


remedies for it are numberless. 
children suggests a congenital predisposition to it. 
There were ten women and two girls in his material, 
but in his opinion, confinements do not predispose to 
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prolapse of the reetum, and of the numerous cases of 
prolapse of the reproductive organs treated in his 
hospital in Helsingfors only two presented a combina- 
tion of genital and rectal prolapse. | Conservative 
treatment is often sufficient for children whose bowels 
are kept carefully regulated and who are taught to 
defecate in such a way that the prolapse does not 
recur. The author notes that during the past decade 
opinion has veered in favour of the injection of sub- 
stances, such as paraffin, into the perirectal tissue 
with a view to the constriction of the anus. Though 
he has no personal experience of this treatment, lic 
means to practise it on the first suitable case. In 
several cases he has attempted to anchor the rectum 
to the posterior body wall of the pelvis according to 
the technique associated with the name of EKEHORN 
and 
the skin on one side of the coeeyx to and through 
the wall of the rectum and back again through the 
rectum at another point, and through the skin, this 
time on the other side of cocevx. When the ligature 
is removed in about a fortnight, the mild suppuration 
which has developed in its tract has provoked a fib- 
rosis, which anchors the rectum to the coeeyx. The 
infection does not lead to severe phlegmon, as pus 
ean tract along the suture to the skin or the interior 
of the rectum. In the three cases, in which he cheek- 
ed the results of this operation after three, five and 
seven years respectively, the author found the late 
results excellent. But he has heard of two other cases 


A stout silk ligature is passed through 


proving unsatisfactory after he had operated on them 
The only case in which he undertook 
total resection terminated fatally from peritonitis; bus 
all the ten cases in which resection was limited to 
the mucosa proved successful, a follow-up investiga- 
tion indicating that no relapse had occurred. 


in this way. 


The Tongue in the Production of Asphyxia 


According to C. Jackson and C. L. Jackson 
(New York State Journ. Med., August 1st, 1934), the 
greatest menace to the patient in danger of death from 
asphyxia is the falling back of the tongue, which thus 
brings into operation a “‘ lingual check valve,’’ allow- 
ing fluids and gases to pass only one way, and pre- 
venting the ingress of air. If artificial respiration is 
tried without ensuring that the tongue is not ocelud- 
ing the larnyx, the pressure on the chest walls will 
force air out of the lungs, but there will be no inspira- 
tion effect, thus causing bilateral pulmonary atelectasis 
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and instant death. The authors define two classes of 
cases in which this death zone has to be remembered. 
The first comprises those in which the primary obs- 
truction causing the asphyxia is located in the death 
zone, for example, eases of tumour, foreign body, or 
oceurs in the course of 
The second group 
includes those cases in which there is apnoea from the 
effect of shock, and other general 
causes, the death zone coming in as a secondary fac- 


suicidal hanging. It also 
administration of an anesthetic. 


gases, electric 


tor. Many of the deaths attributed to cardiac failure 
in aleoholism are, they state, really due to lingual 
asphyxia. The authors consider the best way of eli- 
minating the lingual check valve is by direct laryn- 
goscopy, « bronchoscope being subsequently introduced 
in order to administer oxygen and release the secre- 
tions. They add that, in addition to gravity, suction 
is a factor in the retention of the tongue in the fallen- 
back position, and that the ‘‘ death rattle ’”’ is often 
They 


urge the importance of devoting more attention to ob- 


the final flapping of the lingual check valve. 


viating this risk in the course of ambulance training. 


Cod-liver Oil in Treatment of Wounds 


W. Loner (Zentralbl. Chir., July 24st, 1934 
and August 4th, 1934) describes and 
markable results which he has achieved in his three 


illustrates re- 


vears’ experience of treating suitable wounds with 
cod-liver Recent accidental 
wounds, in which there is reason to assume a severe 


applications of oil. 
those made 

compound 
and chronic 


infection to be absent; burns, including 
the 
fractures; amputation wounds; bed-sores ; 


by x-radiation or electric current; 
indications. 


Lour excludes from immediate ecod-liver oil treatment 


wounds following acute osteomyelitis are 


acute infective wounds, for example, whitlow or acute 


osteomyelitis, and those in which contamination by 
soil or by grossly infected substances makes a stormy 
convalescence probable. His treatment aims at acce- 
lerating mesenchymal and epithelial repair, and secur- 
ing formation of a supple cutaneous sear, well sup- 
Among tlie 
cases described are those of (1) compound fracture of 
the elbow-joint with loss of skin of the forearm, healed 
with very slight limitation of flexion and extension 
after four months; (2) compound tibial fracture, with 


ported by adequate superficial faseia. 


healed in eleven 
weeks; (8) third-degree burn from sacrum to neck; 


(4) frostbite affecting five toes in a patient aged 65; 


extensive loss of the soft parts, 
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and (5) amputation of thumb in a patient aged &. 
In no ease, since introduction of the codliver oil, treat- 
ment has skin-grafting been found necessary in chro- 
In many cases 
applies over the dressing of cod-liver oil a plaster-of- 
Paris unfenestrated case; this has been done without 
ill effeet in accidents to fingers, burns of the limbs, 
extensive fracture wounds, and osteomyelitis after re- 
moval of sequestra. 


nie wounds, however extensive. 


In other cases, the dressing is 
changed as infrequently as possible, and then the eon- 
inet of the wound with the inner portion of the dres- 
sing is left undisturbed. It follows that whether 
plaster has been applied or not, the dressings of a 
wound due to burn or following sequestrotomy are 
painless. The sole disadvantages of the treatment 
is the unpleasant smell which comes from the mixture 
of the laudable pus and stale oil. The efficacy of 
Lonr’s method is ascribed chiefly to the direct action 
of the vitamin A and D on the tissues of the wound. 
Bacteria speedily disappear from the discharge— 
whether as a result of the bactericidal action of the 
oil, or of stimulated tissue resistances, or of both, does 
not seem clear. Lonr uses fresh cod-liver oil, unheat- 
ed and kept from admixture with chemieals; to 
increase its viscosity it is mixed with an indifferent 
oily medium until the 
reached, 


consistence of a paste is 


Subphrenic Abscess Simulating Massive 
Pleural Effusion 


H. Harrrune (Zentralbl. f Chir., July 28th, 
1934) describes a case in which a left-sided extra- 
peritoneal suhphrenice abscess simulated an empyema, 
filling the left pleura. A aged 48, as a 
sequel of paranephritis abscess following tuberculosis 
of the left kidney, had an effusion of pus extending 
from the lower limit of the thorax to the left clavicle, 
ind displacing the heart and vessels to the right. In 
the radiogram, the shadow of the left half of the 
diaphragm was invisible, but the fact that the upper 
sub-clavicular margin of dulness was convex upwards, 
corresponding with the left cupola, pointed to sub- 
phrenic abscess. The thoracic shadow disappeared 
after drainage of the abscess through ancther phleg- 
monous swelling in the groin; the diaphragm then 
resumed its normal position. No perforation was 
seen during inspection of the diaphragm at the 
attempted operation which followed: the neighbour- 
ing granulations were histologically tuberculous. 


woman, 
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OBSTETRICS & GYNAECOLOGY 

Non-Surgical Aids in Normal Labour 
J. Voron and H. Piceaup (Gynecol. et Obstet., 
August, 1934) write with approval of the ‘‘ accouche- 
ment médical ’’ described by Krers, in which the 
course of labour is shortened and alleviated by deli- 
berate early rupture of the membranes and by repeat 
ed injections of ‘‘ spasmolysine.’’ In their own prac- 
tice, several years’ successful experience, with no un- 
toward incidents for mother or foetus, had led them 
i of which the 


” 


to recommend ‘‘ accouchement dirige, 
significant difference fro the technique of Kreis con- 
sists in the additional use, in selected cases, of pitui- 
tary extract in minimal doses. Concerning rupture 
of the membranes, these authors remark that the part 
played by the bag of waters in affecting dilatation of 
the cervix is now known if not 
deterrent. Artificial rupture of the membranes during 
the first stage accelerates delivery. They accordingly 
recommend that in delivery of an average size foetus 
presenting normally through a normal pelvis the 


to be insignificant, 


membranes should be ruptured when the dilatation 
reached 4 em. diameter, provided that 
The membranes are at 
the saine time lacerated, and the inferior pole of the 


the uterine 
contractions are still regular. 
ovum is partially separated from the lower uterine 
Sumcutaneous injections of “‘spasmalgine’’ 
in a large proportion of cases—a first 
injection towards the end of the first stage, if uterine 


segment. 
are given 


contractions become unduly painful or frequent but 
vaginal examination does not show with certainty the 
lower segment spasm, which is probably the causa! 
factor, repeated injections if there is papable spasm. 
In some cases chloral and quinine are given as well. 
Pituitary extract is given small 
doses—two international units—which are confidently 
regarded as incapable of producing exaggerated uterine 
The use 
of this drug is recommended (1) for relative inertia in 
the second stage, as an alternative to forceps applica- 
tion, and (2) during the first stage, when, before 
attainment of full dilatation, pains become feeble and 
relatively infrequent. 


subeutaneously in 


contractions, much less tetanie contraction. 


Evidence is given, in hystero- 
graphical tracings, of the beneficial effect of spasmo- 
lysine, pituitary extract, and rupture of the mem- 
branes on the expulsive activity of the uterus. 


Blood Chlorides in Hyperemesis of Pregnancy 


H. Krerzscumar (Ztschr. Geb. u. Gynik, 
109 : 265-408, 1934) points out that hyperemesis may 
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lead to hypochloremia and then discusses the develop- 
ment of hypochloremia and the cause of the increase 
in rest nitrogen in hypochloremia. He describes the 
symptoms that are common to the various disorders 
in which there exist hypochloremia and increase in 
the rest nitrogen. There is nearly always a consider- 
able loss of fluid and of sodium chloride which leads 
to dehydration and later to toxicosis. The skin as 
well as the other tissues is slack and withered. There 
is general prostration. The abdomen is drawn in so 
that in pregnant women the uterus may stand out. 
The blood pressure is reduced and the pulse is weak, 
but rapid. The temperature increases and cedemas 
may appear, while the renal function is insufficient. 
Iceterus develops, vomitting becomes continuous and 
diarrhcea may develop in hyperemesis of pregnancy. 
The cause of the first nause and vomitting is not defi- 
nitely known as yet, but there are indications that 
change in the central nervous system are responsible. 
The continuation of the vomitting, however, is fre- 
quently due to psychic factors, and during this stage 
it can often be arrested by suggestion. However, if 
manifestations of dehydration have set in, the psycho- 
therapy must be combined with measures that refill 
the depleted water and sodium chloride depots. The 
author points out that sodium chloride is an old folk 
remedy in the treatment of vomiting and states that 
enemas of physiologic solution of sodium chloride and 
the intravenous injection of sodium chloride have been 
found helpful in cases of hyperemesis. He thinks 
that the interruption of pregnancy is justified only if 
the hyperemesis and severe toxic symptoms persist in 
spite of the administration of fluid and of sodium 
chloride. 


Sedimentation Rate in Pregnancy and Puerperium 


L. S. Prrersen (Norsk. Mag. f. Legevid., Sep- 
tember, 1934) studied the sedimentation rate of the 
red corpuscles in 400 cases of pregnancy, parturition, 
and the puerperium, 700 reactions being carried out 
with the following results. There was a gradual 
increase of the rate during the earliest months of preg- 
nancy, though normal values were very often found in 
the third or fourth month. In many cases, the rate 
reached its height in the last four to six weeks, with- 
out being delayed till the end of pregnancy, as stated 
by many authors. The variations in the rate of 
normal pregnancy were considerable, ranging from 
100 mm. to the low degree found in non-pregnant 
women. PrTerson emphasizes the fact, which has not 
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previously been pointed out, that a pregnant woman 
may have a normal rate immediately before parturi- 
tion. The hypothesis that a low rate indicated a low 
fibrinogen content of the blood and heralded post- 
partum hemorrhage was not confirmed. The age of 
the woman, the number of previous pregnancies, the 
sex of the child, and the toxemia of pregnancy had 
no influence of the rate, but in the case of twins the 
increase in the rate was greater than in women with 
only one child. During the first twenty-four hours of 
the puerperium no change in the rate took place, but 
on the third or fourth day it was often increased. On 
the tenth day the rate was normally either of the 
same height or lower than at the time of delivery. 
When there was much post-partum hemorrhage the 
rate increased on the tenth day. In cases of puerperal 
infection, the rate was more or less increased. 


Pregnancy and Congenital Heart Disease 


M. J. Suaprro and J. H. Srmons (Minnesota 
Med., October, 1934), who report an illustrative case 
of successful pregnancy and parturition in a woman 
just under the age of 30 who was suffering from con- 
genital heart disease, conclude that congenital heart 
disease, even though accompanied by a high grade 
of evanosis, is not in itself an absolute contraindica- 
tion to pregnancy. Patients with congenital cardiac 
malformation, who live to adult life, have already given 
evidence of compensation to a marked extent. In 
determining whether such a patient should be permit- 
ted to go to term, the most important factor is not the 
degree of cyanosis present; the size of the heart, the 
past history of evidences of cardiac decompensation, 
and the patient’s ability to carry on the ordinary 
activities of life are far more important. With 
accurate cardiac diagnosis, modern obstetrical tech- 
nique, and careful supervision of the heart an 
occasional patient with cyanotic congenital cardiac 
disease may safely go through normal pregnancy. 


Maternal Mortality 


B. F. Maconta (New England Journ. Med., 
August 9th, 1934) attributes much of the maternal 
and foetal morbidity and mortality in his country to 
unnecessary interference with the normal and natural 
progress of labour. In some cases there was an un- 
justified desire to operate, while a lack of proper 
training of the obstetrical attendant in respect of 
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recognition of the proper time for intervention and 
failure to choose the appropriate method of delivery 
was also noted. He found that in 95 per cent. of his 
series of 1,000 cases labour proceeded as a natural and 
normal process, and that the duty of the attendant 
was restricated to protecting the mother and fetus 
irom injury, assisting and not interfering with the 
mechanics of parturition. Only 2.6 per cent. of the 
parturients suffered from any immediate morbidity, 
and only 4.7 per cent. had perineal laceration. There 
were no maternal death in the series, and a corrected 
ietal mortality rate of 1.8 per cent. The use of pitui- 
irin in small doses seems to the author to be a safe 
undertaking, having advantages when used judiciously 
und under proper conditions. He finds that 87 per 
cent. of oecipitoposterior positions will rotate anteriorly 
if given the chance to do so, and that about 90 per 
cent. of all posterior positions will deliver themselves 
spontaneously if left to Nature. 


Tincture of Iodine in Treatment of 
Septic Abortion 


F. A. Want (Zentralbl. f. Gydk., September 8th, 
1934) states that at Marburg treatments of septic 
abortions (1) along conservative lines, (2) by curetting, 
(3) by intervention, provided hemolytic streptococci 
ure not found, (4) by deferring curretting till the third 
to the seventh apyrexial day, have all been found 
inferior to the method introduced by Kenrer, in which, 
iinmediately after operative emptying of the uterus, 
an interior application of diluted tincture of iodine is 
imade. If an abortion is incomplete and uncomplicat- 
ed by extrauterine extension, the cavum after careful 
dilatation of the cervix is washed out with several 
litres of 0.05 per cent. of potassium permanganate 
solution at 50°C., and is emptied by the finger and 
stroke of a sharp curette. After a second similar 
lavage two strips of gauze dipped in a 10 per cent. solu- 
tion of tineture of iodine are successively placed for 
five minutes in the cavum uteri. Quinine and pituitary 
extract are also given. During the past eight years 
145 cases thus treated gave a mortality of 1.4 per 
cent. only, and showed a notable shortening of the 
average stay in hospital to eight days. This treat- 
ment, like other active measures, is contraindicated 
by complications such as parametritis, adnexal inflam- 
mation, or vulvo-vaginal ulceration. Its efficacy is 
ascribed in some degree to bactericidal activity of 
iodine, but also to stimulation by alcohol, induction of 
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uterine contractions, and the occurrence of local 
immunizing reactions in the necroses which occur 


after the application, 


Toxin of Menstruation 


H. Momsen (Miin. med. Woch. 81:1451-1486, 
1934) shows that it cannot be doubted that there is a 
menusrual toxin. However, he thinks that terms 
such as menotoxin should be avoided, because they 
are misleading. The toxin may be 
demonstrated by the arresting influence on the growth 
of germinating lupines and by the arrest of yeast fer- 
mentation of dextrose. ‘The toxin appears in consider- 
able quantities in the milk of a lactating menstruating 
woman. Even if there is no genital bleeding, the toxin 
is eliminated at intervals of three or four weeks soon 
The author considers an unfavourable 


menstrual 


after delivery. 
effect of the menstrual toxin on persons in the environ- 
ment as practically non-existent, because even the 
nursling never develops serious disturbances. ‘The 
slight disorders, such as diarrhoea and paleness, that 
occasionally develop in the nursling are physiologic. 
The nature of the toxin is not known, but the author 
assumes that it is a substance originating in the 
lipoid metabolism and belonging to the group of bio- 
genetic amines. 


Appendictis following Gynzcological Lesions 


G. Brenpotan (Jl Morgagni, September 30th, 
1934) who records seven illustrative cases in women, 
aged from 27 to 35, states that the frequency with 
which appendicitis and gynecological lesions are 
associated varies considerably in different 
In the statistics of gynecologists, for example, the 
frequency is usually less than in those of surgeons. 
Thus W&GELI in 896 laparotomies removed a diseased 
appendix in 140 (15.6 per cent.) while Dirssen found 
a diseased appendix in only 3 per cent. In 504 lapa- 
rotomies BeuTrTNER removed the appendix in twenty- 
seven cases (7 per cent.), and Kr.ty in twenty-five 
eases out of 200 laparotomies. In 170 laparotomies 
which BrenpoLan performed for gynecological lesions 
he found well-marked macroscopical lesions in the 
appendix in fourteen (9.5 per cent.): in 
these cases the lesions of the appendix had developed 
fairly slowly, as had been found by other observers. 
Whereas other writers found that the gynecological 
lesions were more frequently primary, in BRENDOLAN’S 


statistics. 
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series only seven of the cases were of this kind, while 
in the rest the appendicular lesions were secondary. 
The practical conclusion to be drawn from these cases 
is that the appendix should be examined and, if neces- 
sary, removed in all laparotomies for gynecological 
lesions. 


Prevention of Perforation of the Uterus 


H. Kistner (Deut. med. Woch., September, 
21st, 1934) notes that the wall of the uterus is apt to 
be inujred by any intra-uterine intervention, and that 
this aceident is facilitated by the soft condition of the 
uterine muscles induced by pregnancy. Intra-uterine 
operations, notably manual extractions of the placenta 
and the removal of remnants of the placenta after 
abortions, are apt to favour complications in later 
pregnancies because the placenta does not necessarily 
keep within physiological limits, but may penetrate to 
the deeper layers of the lining of the uterus and even 
a3 far as its muscles. The placenta accreta thus 
formed becomes in its turn an object for manual or 
instrumental detachment, during which it may be very 
difficult to distinguish between the placenta itself and 
the muscles of the uterus, which, if injured, may 
become the seat of inflammatory changes. Local 
peritonitis with adhesions may also ensure. A means 
of preventing this sequence of events, both after au 
abortion and after normal labour, is to give an intva- 
venous injection of an extract of the posterior lobe of 
the pituitary body shortly before evacuation of the 
uterus is undertaken. The ensuing powerful contrac 
tions of the uterus will help to define the junction of 
the soft placenta with the now firm wall of the uterus. 


Chemical Extirpation of the Uterus 


G. Gamparow (Zentralbl. f. Gyndk:, August 
25th, 1934) decribes three cases in which, in aged and 
debiliated subjects in whom operation was contrain- 
dicated, he tried the device described by Driessen in 
1927. This consists in placing in the uterus a stick, 
some 8 to 10 mm, thick and 7 to 13 em. long, of zine 
chloride 40 parts, zine oxide 10, excipient 30; by the 
caustic action a sequestrum of the shape and size of 
the uterus is expelled later. GAmBaARrow’s patients 
had cancer of the corpus uteri. One patient, aged 76, 
remained well for seven years afterwards, and another 
for one year at least; the third, in whom the disease 
was locally inoperable, died from recurrence eighteen 
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months later. It is concluded that in a limited num- 
ber of cases of carcinoma of the uterine body extirpa- 
tion by caustic may be justified by contraindications 
to operation, and may be combined with radio-therapy. 


Hidradenoma of Vulva 


H. E. Eocuennera (Ztschr. Geb. u. Gyndk. 
109 :265-408,1934) describes twelve cases of hidra- 
denoma of the vulva. The nodules were in the sub- 
cutaneous tissue and varied in size from that of a pea 
to that of an almond. In ten cases the growth was on 
the large labium and in two cases on the small labium. 
The author describes the histology of the growth, and 
he states that they are not always benign. He states 
that the hidradenoma of the vulva is congenital mal- 
formation of the sweat glands. The dilated sweat 
glands in the surroundings, the concurrence of a 
eystic hyperplasis of the sweat glands with a hidra- 
denoma and anomalies of the regional striated muscles 
indicate developmental disturbances. The most 
common form of the hidradenoma is the intracystic 
papilloma. Large pale epitheliums, which are a 
characteristi¢ on mammary tumours, are also found in 
hidradenoma. A carcinoma may develop on the basis 
of a hidradenoma, but this is a comparatively rare 
oceurrence. Indefinite demarcation, multi-stratifica- 
tion of the epithelium, strands on pavement epithe- 
lium and horny pearls occur quite frequently and as 
such do not justify the diagnosis of carcinoma; how- 
ever, the transition to carcinoma is gradual and purely 
quantitative and only experience gained by the com- 
parison of clinical with anatomopathologie aspects 
will make the dividing line clear. 


RADIOLOGY & ELECTROTHERAPEUTICS 


Fluroscopy v. The X-ray Film in Diagnosis of 
Pulmonary Tuberculosis 


Rem (Amer. Journ. Med. Sci., August, 1924) 
compares the method of fluoroscopy with the ordinary 
x-ray picture in detecting tuberculosis among thie 
applicants for employment of a big insurance com- 
pany. The advantages of fluoroscopy are its cheap- 
ness and quick working. Of 1,035 supposedly healthy 
persons who were first screened and then filmed, two 
minimal cases of tuberculosis were missed on fluoros- 
copy. Since adopting fluoroscopy for routine exami- 
nation in 1928, and only filming cases suspicious on 
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num- clinical grounds, the incidence of new cases of tuber- of four cases, the disease starts insidiously. Adhe- 
tirpa- culosis per annum among 13,000 employees has sions are generally present, especially at the lateral 
ations 2 fallen from 0.92 per cent. to 0.43 per cent. Approxi- edge of the fissure and at the apex. They alter the 
rapy. | mately 90 per cent. of tuberculous applicants were shape and situation of the fissure and the lobe when 
4 detected solely by fluoroscopy. Of their sanatorium fibrous contraction occurs, or when pneumothorax is 
3 admission in 1928, 47 per cent. were minimal cases. induced. Owing to the infrequency of this condition 
; In 1982, 76 per cent. were minimal. Fluloroscopy has coupled with its rather benign nature, few definite 
wey 4 been compulsory at the University of Munich sine cases have come to necropsy. In one, reported in the 
il, 1930. The author quotes Dr. Karrentipt, who is in literature, the lobe was of woody hardness, a dense 
nie, charge of student health in Munich, as saying: fissure binding it firmly to the underlying lobe. 
apes i . The clinical examination detected only a small Internally, there were knotty lesions, surrounded by 
at ai portion of the tuberculosis cases which were found on a fibrous network, and more recent lesions and ex- 
tinuoroscopy.’’ Rompera proved that 95 per cent. of all tensive patches of tuberculous broncho-pneumonia 
a the cases detected by the Rontgen-ray picture can containing tubercle bacilli. There was much _inter- 
states also be diagnosed by fluoroscopy. stitial sclerosis, with thickening of the blood vessels 
ik: and bronchi. In the fibrous network, macrophages 
wie filled with carbon produced the typical appearance of 
of a Radiological Diagnosis of ‘‘ Lobite ”’ anthracosis. 
Lidra- Tuberculosis 
E. M. Van Buskirk (Radiology, August, 1954) 
most considiers that the term * lobite ” tubsroulosis is 2:07 F. TECHILAZIC (La Pediatria, August, 1934) 
"ystic well established to signify pulmonary tuberculosis from his observations in a pediatric clinic at Milan, 
re af with a definite lobar limitation, even though the °™¢ to the conclusion that the following radiological 
nd in iS lesion is undoubtedly an extensive patchy alveolitis or °PPe@rances may be found in the different stages of 
basis byoncho-pneumonia. He reports four personal eases, Wwhooping-cough. At the onset of the paroxysinal 
Tare in three the disease was limited to the right upper stage the numerous small annular formations first 
ifica- & lobe, and in the fourth to the right inferior lobe. described by PINCHERLE in 1925 are seen in the sub- 
ithe- ous, the whale clavian regions of both lungs, and elongated figures 
das Fy lung appears as a dense homogeneous shadow; in the with more or less _thickened —— The latter 
how- second, the film is similar, but a series of clean spots represented dilatations of the small and medium- 
urely give the lung the appearance of scattered bread- sized bronchi, while the annular formations represent 
com- — f crumbs or a honeycomb; and in the third, there is a tangential sections of the bronchi and possibly small 
pects hemogeneous shadow with a cavity which is often very areas of surrounding emphysems. At a latter stage 
ie large, and is usually situated medially below the the basal triangle described by Gorroms in 1928 due 
sheep of the to endo-bronchiolitis, and peri-bronchitis is seen. The 


process can only be diagnosed by radiography, and 
the author thinks that this line of investigation should 
be utilized more generally in routine health examina- 
tions. The incidence of lobitis is between 1 and 7 
per cent. of all cases of pulmonary tuberculosis. 
Infants and children are rarely attacked, the patients 
being generally between the ages of 20 and 40, and 
more often women than men. The author thinks it 
probable that this form of inflammation does not 
spread to other lobes. 
cence of earlier tuberculosis or be a new exogenous 
infection. 
the ordinary incipient disease. 


It may appear as a recrudes- 


The symptoms usually resemble those of 
The sputum is, as a 
rule, absent or small in amount; tubercle bacilli are 
always found in it when it is abudant. In three out 


radiological picture thus faithfully reproduces the ana- 
tomical changes of whooping-cough. 


Endocrine Roentgen Stimulation 


P. Lenmann (Presse 1934) 
believes that the roentgen rays may the 
endocrine glands and that when this occurs it is a 
functional phenomenon entirely different the 
phenomenon of cellular He used irra- 
diations corresponding to 200 kilovolts filtered through 
0.8 mm. of copper and The 
apparatus includes a Casel generator and a Coolidge 
Mégat tube. Only the trunk and head were irradiat- 
ed at separate sessions. A dose of 20 rentgens was 
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used at each session for the trunk and 30 reentgens for 
the head. The intervals between sessions varied 
from ten to fourteen days, depending on the duration 
of treatment. As a result of observations on animals, 
he believes that the reentgen produced priapism is 
identical with that produced by the injection of the 
urine of pregnancy. Clinically he has treated eleven 
patients affected with ovarian insufficiency. In two 
there were no results. In the nine others, there was 
improvement after from three to six sessions. In 
eight other cases, post-puberty ovarian insufficiency 
existed. In six of these there was an _ increased 
abundance of the menstrual flow. He, therefore, 
concludes that rentgen therapy constitutes an exce- 
llent procedure for functional stimulation and that it 
offers a new means of action in endocrine therapy. 


Electro-coagulation and Electro-resection for 
Prostatic Hypertrophy 


H. Wiupeeans (Deut. med. Woch., October 26th, 
1934) has treated forty cases with electro-coagulation, 
electro-resection, or both during the past year. The 
ages of the patients ranged from 56 to 80, and as 
many as twenty-six of them were in the third stage of 
the disease, suffering from chronic complete reten- 
tion and more or less severe cystitis and pyelitis. The 
treatment often preceded and followed by prolonged 
irrigation, consisted of electro-coagulation alone in 
fifteen, or electro-resection alone in twenty, and of 
both these measures in the remaining five cases. The 
number of sittings ranged from one to five. The 
author is diffident in his therapeutic claims, but he 
considers as very good the results he achieved in 
twenty-six cases in which normal micturition was 
restored, the residual urine was reduced to 0-50 
c.cm., the irritation of the urinary tract ceased, and 
the patients felt well. This happy issue was, with 
only one exception, prompt. Ten other patients 
showed considerable improvement, with normal mic- 
turition, considerable reduction of irritation, the 
night’s sleep hardly disturbed, and the residual urine 
reduced to 100-200 c.em. The treatment in these 
ten cases was discontinued prematurely. Three 
patients died after each had been given one sitting at 
which the coagulation was only superficial. The post- 
mortem reports exonerated the prostatic intervention 
of all blame. In spite of this clean sheet the author 
confesses to misgivings over the local and ascending 
infections which may follow this treatment. Electro- 
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resection is superior to electro-coagulation, and both 
represent the beginnings of a treatment with a pro- 
mising future. 


PEDIATRICS 


Hemorrhagic Disease in the Newborn 


I. N. Kuegetmass and J. E. Tritscu (Amer. 
Journ. Obstet. and Gynecol., August, 1934), have 
treated hemorrhagic disease in the newborn, and by 
ante-natal treatment prevented it in a subsequent 
pregnancy. Fetal blood is in equilibrium with mater- 
nal, so that ante-natal tests can be made. Lack of 
prothrombin, less markedly of fibrinogen, is found; 
or an inerease of antithrombin. In a ease in which a 
mother lost four successive infants from hemorrhagic 
disease, ante-natal treatment during the fifth preg- 
nancy resulted in a healthy infant. Treatment was 
refused during the sixth pregnancy, accepted during 
the seventh. The sixth baby died of uncontrollable 
hemorrhage; the seventh was healthy. The clotting 
functions of the blood was shown to improve on a 
high protein diet. Presumably, therefore, the agents 
are synthesized in the liver. A high protein diet, 
specially including viscera and gelatin, is prescribed. 
Fpistaxis and similar hemorrhagic symptoms were 
effectively treated on these lines also. 


Acute Peritonitis in Children 


F. Ktaces (Zentralbl. f. Chir., October 6th, 
1934), remarks that, while the juvenile constitution is 
capable of bearing greater stresses than the adult, it 
is more prone in toxie conditions to circulatory col- 
lapse; at operations special care is necessary to avoid 
loss ‘of blood and fluid or cooling of viscera. In acute 
appendicitis in children a good and regular pulse may 
be preserved into the advanced stages; a careful ex- 
amination of the chest is essential, and often an x-ray 
demonstration of a central pneumonia will save an 
unnecessary operation. In apparently hopeless 
states of toxemia and collapse, medical means, in- 
cluding saline infusions and blood transfusions, often 
lead to such improvement that operations may be 
successfully carried out in local anesthesia. Pneu- 
mococceal peritonitis leads to much difficulty in diag- 
nosis; a leucocytosis of 30,000 to 70,000 with some 
90 per cent. of polymorphs speaks more for the general 
infection of pneumococcal peritonitis than for simple 
appendicitis. Renunciation of primary operation in 
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the former has considerably diminished its mortality. 
The acute onset of vomiting, with acetonwemia is rarely 
indistinguishable from the ‘‘ acute abdomen ’’: the 
vomiting is more frequent, the tendernes more 
diffuse. Exclusion of tuberculous peritonitis as a 
eause of acute belly symptoms may be very difficult, 
but the operation, if not imperative, is likely to do 
good. In acute intussusception early diagnosis is all- 
important; radiological findings, as recently recom- 
mended, are if positive, but not conclusive if negative. 
Among the rarer conditions which cause acute abdo- 
minal symptoms in children are purpura, hydrone- 
phrosis, Meckel’s diverticulitis, ovarian teratoma, and 
perforated gastric ulcer. 


Acid Metabolism in Rheumatic Children 


W. W. Payne (Arch. Dis. in Child., August. 
1934), has attempted to determine whether an “‘ acid 
diathesis ’’ is present in rheumatism by examining 
the urine for evidence of an acid output in excess of 
what might be expected. His material consisted a 
sroup of about 200 children attending a rheumatic 
clinic, and two control groups from the attendants of 
an asthma clinie and from a school. The choice of 
asthma as a second disease group was partly due to 
the assumption that an element of alkalosis entered 
into the asthmatie ‘ syndrome.’ This proved unfor- 
iunate in that it was later found that the children 
were receiving the equivalent of 145 c.em. of decinor- 
mal hydrochloric acid a day, but evidence was ob- 
iainable that the dietetic and environmental condi- 
tions did not invalidate the results. The urines of 
the three groups were compared statistically in res- 
pect of the free, total and organie acid, the phosphate 
contents, and also the pH. ‘The results obtained in- 
dicated that a rheumatie child in a quiescent interval 
excreted more acid in its urine than did a normal 
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or asthmatic child. Part of this excess of acid was 
due to organic acids. This excess was insufficient to 
diturb the equilibrium of the blood, and the auth 

thinks it not suprising, therefore, that no significant 
differences have been* found by those who have in- 
vestigated the acidity and the ammonia-acid ratio of 
blood in rheumatism. He believes that there is some 
truth in the ‘‘ acid diathesis ’’ theory of this disease. 


The Future of Epileptic Children 


C. and M. L. Morke (Ugeskrift for 
Leger, September 6th, 1934), have conducted follow- 
up investigations of 100 children treated for epilepsy 
in a hospital in Copenhagen in the period 1917-27. 
Fifty-eight of them were boys and forty-two were 
girls. Twenty-four cases could not be traced. Of 
the remainder twenty-five could be considered as cured. 
There had been not fit for more than two years, there 
was no marked psychic defect, and these ex-patients 
were able to work. There were thirty-four who were not 
cured and seventeen who had died. The age at which 
the fits had begun did not, in this material, seem to 
affect the prognosis appreciably, but it was worst 
when the fits were most severe. The duration of the 
epilepsy before treatment was instituted was longer 
on the average among the incurables than the children 
who had rezovered, although there were cases which 
had ended in recovery in spite of treatment having 
been deferred for years. This study suggestd that 
epilepsy in childhood ends either ill or well; the men- 
tal condition becomes worse, and some patients die, 
or, on the other hand, a practically complete recovery 
is effected. An intermediate state of affairs is ex- 
ceptional. This study also establishes the value of 
early and efficient treatment of convulsions in child- 
hood. 
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ASSOCIATION NOTES 


THE NASIK MEDICAL UNION 


A monthly meeting of the Union was held at 
4-30 p.m., on 7th March, 1935, Dr. ATHAVALE pre- 
siding. 


Captain Gupte informed the members of the 
purchase of a book on Birth Control for the Union 
as it is imperative that the members should get them- 
selves acquainted with the various methods of con- 
traception. Doctors are very often consulted on this 
question by their patients who are sometimes better 
informed than medical men on account of lack of in- 
terest in the subject. Contraception age has come to 
stay and to leave patients to their own devices amidst 
the perplexities of so many vaunted proprietary reme- 
dies is to neglect a plain duty towards them and 
consequences are bound to be harmful to the patients 
and damaging to the profession. 


The following resolution was carried unanimous- 
ly :— 

Resolved that the Nasik Medical Union expresses 
its deep sense of appreciation at the arduous task un 
dertaken by Col. Bhola Nauth at an advanced age 
and at his own expense to organise the Indian medical 
profession on behalf of the Indian Medical Associa- 
tion and urges the profession to offer him wliote- 
hearted support and co-operation during his intended 
All-India tour. 


It was also resolved to prepare a manuseript 
magazine of the Union to cultivate the habit of writ- 
ing on medical subjects amongst the members. he 
Honourary Secretary is entrusted with the work of 
collecting contributions. 


Captain Gupte opened the discussion on symp- 
toms of Intestinal Worms and their treatment. Dr. 
Athavale during the last autumn season had finished 
the pathological side in four lectures. Captain Gupte 
started the discussion to complete the subject. He 
briefly alluded to the symptoms and treatment of 
tape-worms, round-worms, thread-worms and_hook- 
worms. Tape-worms are rare on this side. He met 
with only two cases amongst the Mahomedans during 
thirteen years. Round-worms are 
Nasik and the neighbouring district. 


very common in 
We come across 


cases especially amongst children who are overwhelm- 
ed with worms and succumb thereby. It was ex- 
plained to members how people ascribe these deaths 
to santonin. He is convinced that santonin does not 
produce poisonous effects in medicinal doses. ‘Two 
to three hundred worms have come out, but generally 
such cases prove fatal probably on account of the 
toxins thrown by the worms in the circulation. These 
patients have listless sallow anxious facies with lus- 
treless eyes. In such grave cases there is hardly 
enough time to get rid of the whole lot. 


Dr. Athavale from his experience at the Civil 
Hospital declared that hook-worm is common in the 
northern part of the district and that medical prac- 
titioners should be on their guard when patients come 
from that area for anemia and diarrhea. Dr. 
Deolalkar and Dr. Bhise described two cases of round- 
worms who recovered consciousness after evacuation 
of the worms. Dr. Bhise referred to a case who was 
operated for an acute abdominal trouble by a surgeon 
and was found to suffer from nothing but worms. 


P. GUPTE, 
Honorary Secretary, 
Nasik Medical Union, Nasik. 


Nasik, 8th March, 
1935. 


U. P. MEDICAL MEN’S DEPUTATION NOT 
RECEIVED BY GOVERNOR 


In a letter received by the Provincial Secretary, 
U.P. branch of the Indian Medical Association, from 
the Private Secretary to the Governor, His Excelleney 
has expressed his inability to receive the proposed 
deputation of medical men of the U.P. Every arrange- 
ment for sending the deputation was complete and 
the deputationists were waiting only for the appoint- 
ment of a time by His Excellency. This refusal has 
caused a stir in the whole medical profession. 


The decision to send a deputation to wait upon 
His Excellency the Governor and the Hon'ble Minister 
concerned to represent the point of view of the Confer- 
ence of the U.P. medical men on certain subjects, 
such as Poisons’ Amendment Rules, questions of 
Honorary Physicians and Surgeons and of the amend- 
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ment of the U. P. Medical Council Act was decided 

on in October last. 


At the above Conference it was also resolved that 
‘he U.P. Government be requested to transfer to the 
U.P. Provincial branch of the Indian Medical Asso- 
ciation ity, legitimate privileges of electing two repre- 
sentatives of the independent medical profession to 
the U.P. State Medical Faculty, which had hitherto 
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been enjoyed by the U.P Provincial Services Medi- 
cal Association. This request has also been turned 
down by the Government with the words “* that in 
view of the very recent appearance of the U.P. 
branch of the I.M.A. the Governor acting with his 
Ministers, regrets that he is unable as yet to regard 
it as a stable body, or to consider its request to be 
allowed two elected representatives on the Governing 
Body of the U.P. State Medical Faculty.”’ 
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MEDICAL ASSOCIATIONS, SOCIETIES, ETC. 


Medical Societies, Associations, Unions, etc., are invited 
to make vse of this section of the Journal.— EDITOR. 


BIOCHEMICAL SOCIETY, CALCUTTA 


The Biochemical Society, Caleutta, was formally 
inaugurated on 6th July, 1934, with the object of the 
‘* promotion of biochemical studies and research in 
India.’’ It was arranged that periodical meetings of 
the Society would be called for scientific discussions, 
the reading of original papers, review, etc., on bio- 
chemical problems. 

A Committee to function for one year was elected 
and was composed of the following: Prof. N. M. Basu, 
Lt.-Col. T. C. Bovd, Prof. $8. Ghosh, Prof. J. N. 
Mukherjee, Dr. B. B. Sen, Prof. H. K. Sen, Prof. 
H. .E. C. Wilson, with Dr. B. C. Guha as Hony. 
Secretary and Dr. B. Ahmed as Hony. Treasurer. 
The Society has got very few formalities and has no 
President. Chairmen of meetings are appointed 
ad hoc. 

In pursuance of the object of the Society, nine 
meetings have already been held, where the following 
original papers have been read and discussed: 

B. Ahmed—‘ The metabolism of carotene.” 

A. C. Roy—* Cultivation of mico-organisms on 

vegetable media.”’ 

H. K. Sen and 8. L. Banerjee—** Catalytic acti- 

vation of diastase.’’ 

R. C. Bhattacharjee—** Therapeutic applications 

of snake venom.”’ 

A. R. Ghosh and B. C. 

Indian foodstuffs.’’ 

B. Ahmad—* Exeretion of vitamin C in human 


Guha— Vitamin C in 


urine.”’ 

P. C. Mitter and N. N. Chatterjee—‘ The forma- 
tion of purines from iminazoles.’’ 

B. N. Ghosh—** The combination of antigens with 
antibodies. 

N. R. Chatterjee, D. N. Chatterjee, Pasricha 
and S. Ghosh—*‘ Effect of bacteriophage on 
the enzyme activity of vibrio cholerae.’’ 

A. C. Roy—*‘ Biochemsitry of snake venom.”’ 

J. S. Chowhan—‘‘ Therapeutic of snake 
venom.”’ 

B. C. Guha and H. G. Biswas—‘* Flavines and 
vitamin B,.”’ 


uses 


B. C. Guha and A. R. Ghosh—* ThE biological 
synthesis of ascorbic acid (Vitamin C).”’ 
The papers indicate the wide scope of the Society 
and it is hoped that the scientific meetings held unde 
its auspices will continue to stimulate research in bio 
chemistry in all its varied aspects, 


BRITISH MEDICAL ASSOCIATION 
SECTION OF OBSTETRICS AND GYNECOLOGY 


At a meeting of this section held on January 18th, 
Mr. Erderley Holland, the President, being in the 
ehair, Mr. Cecil I. B. Voge, Ph.D., read a paper on 
THE pH oF THE VAGINA IN RELATION TO FERTILITY AND 
STERILITY. 

Acidity was, he said, a measurement of the con- 
centration of free hydrogen ions; the pH values of 
acids encountered in obstetric work were sufficiently 
well known. But in considering the actual secretions 
of the male and female it was necessary to remember 
that the presence of protein—so-called  buffering—was 
apt to affect pH values. There was considerable evi- 
dence that the spermatozoon-seminal fluid system was 
a typically colloidal one. Hence the question of 
volume was of importance when its protective action, 
in the presence of low pH which might be found in 
the vagina, was being considered. There was much 
diversity of view as to what quantity of semen was 
normally ejaculated in coitus. Cramer had submitted 
that the prostatie secretion had a natural pH, which 
in inflammatory conditions might become alkaline. 
The prostatic secretion played a very important role 
in the activation of spermatozoa. It seemed to be 
function of the base spermine and the calcium salts 
tc neutralise the acidity and to raise the pH until an 
optimum value of 8-9 was reached. If this adjust- 
ment did not oceur before ejaculation, the sperma- 
tozoa would be deposited within the vagina in a quies- 
cent condition, and would die in that state unless the 
pH of the vagina was unusually high. The pH of the 


cervical secretion coincided with the optimum value 
for the vitality of spermatozoa; but 
might on ejaculation be deposited in a vagina of such 
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»eidity as to result in immobilisation unless there was 
sufficient seminal fluid to protect them until they 
gained the shelter of the cervieal canal. In consider- 
ing the use of chemical contraceptives, it was impor- 
‘ant to inquire whether the biochemistry and bacterio- 
logy of the vagina was interfered with. Of some 58 
of the better-known chemical spermicides, 16 contain- 
ed zine salts, 4 salicylic acid, and 8 mercury deriva- 
‘tives. The high proportion of glycerin employed seri- 
ously dehydrated the tissues. He was not aware of 
any systematic work done to determine the changes 
in pH and other economicant alterations following 
the use of contraceptives. 

The Lancet, Jan. 26, 1935. 


INTERNATIONAL CONGRESS OF THE 
HISTORY OF MEDICINE—MADRID 


The tenth International Congress of the History 
of Medicine will be held in Madrid from September 
23rd to 29th, 1935, and already an official programme 
has been outlined. Three subjects will be discussed 
in plenary session, viz., Arab medicine in Spain, early 
medical folk-lore as evi- 
It will be seen that 


medicine in America and 
deneed in civilised communities. 
already the organization committee of the Congress 
are preparing to discuss the history of medicine in a 
very extensive manner. For early medicine in Ame- 
rica, while to English-speaking folk the phrase would 
generally imply the rise of medicine in the United 
States and Canada, to the Spaniard it may imply this 
much, but he will cartainly think also of the para- 
mount influence of Spain in the diffusion of medic! 
knowledge in Mexico and in South America. Under 
the third heading, medical folk-lore in civilised com- 
munities, opportunity is given for the display of re- 
What 


the Golden Bough ”’ is 


search into medical liistory all the world over. 
proportion, for example, of ** 
related to the investigation of medical superstition or 
medical accomplishment, it would not be easy to say; 
certainly inquiry into medicine plays an important 


part throughout Sir James Frazer's great work. The 
organisation committee desires to receive communi- 


cations not necessarily directed to any of the official 
sections, and conferences of various sorts will be ar- 
ranged by the scientific department of the Congress. 
The official languages of the Congress are English, 
French, German, Italian, and Spanish, and those who 
wish to become adherents or to read papers should 
communicate with the scientifie secretary, Prof. Jose 


Maria de Villa Verde. The president of the Congress 
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is Prof. Gregorio Maranon, and the secretary-general, 
Prof. Francisco Olivery Rubio, to whom any questions 
may be addressed at the Palacio de la Academia, 
Nacional de Medicina, Calle de Arrieta, 12, Madrid. 


TWENTY-SIXTH CONGRESS OF THE BELGIAN 
MEDICAL FEDERATION 


The twenty-sixth Congress of the Belgian Medical 
Federation has been held this year under the presi- 
deney of Dr. Mattlet and studied some interesting 
questions. 

If a physician makes a discovery has he the right 
to reserve for himself the monopoly of it? The pre- 
sident Dr. Mattlet discussed this question following 
an inquiry instituted by the International Professional 
Association of Physicians. A study has been made 
through the intervention of the League of Nations, in 
order to elaborate a new international convention pro- 
tecting the patent of invention and the scietifie pro- 
perty. It is necessary that the medical profession 
make known its point of view so that it may be taken 
into account for any convention that might eventually 
be signed. The reporter thinks that in principle the 
medical patent can only harm the reputation of the 
should 


medical profession, which, in any ease, keep 


intact its traditional virtues. Consequently, the phy- 
sician should not take a patent for any discovery that 
It follows that an 
international action should be taken for the abolition 


may render service to humanity. 


of any patent of medical nature, taken by a physician 
or a nonphysician. If under certain conditions and 
for certain uses it should be decided that a patent 
should be taken, it is desirable that such patents be 
dedicated, in other words, exploited by a government 
(the Order of Physicians, 
so on) especially the public interest 


or scietific organization 
Academy, and 
being taken into account. The proceeds should for 
go to a foundation for scientific re- 
search and some part could be used to reward the 


the largest part 


author of the discovery proportionately to its impor- 
tance and utility. 
(Foreign Letters, J. A. M. A. Dee. 29, 1934). 
SECOND INTERNATIONAL CONGRESS FOR 
MICROBIOLOGY 


London, 27th July-—Ist August, 1936. 


The National Committee for Great Britain and 
Ireland of the International Society for Microbiology 
has arranged to organise a Congress in London in 1936 
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and an Executive Committee with Prof. J. C. G. 
Ledingham as President, Dr. R. St. John-Brooks as 
Secretary and Dr, J. T. Duncan as Treasurer has been 
appointed to undertake the work of arganisation. 
The scientific business of the Congress will be 
conducted in seven Sections, which will meet daily 
during the meeting. The preliminary selection of 
programmes for these sections will be entrusted to 
Sectional Sub-committees, the Conveners of which 
will report to the Executive Committee. Each 
Sectional Sub-committee will consist of Local or 
London Members, together with a Recorder and Secre- 
tary, and of corresponding members at home and 


abroad. 


SECTIONS 
Section 1. Bacteria in their morphological, cultural 
and physiological aspects. 
Section 2. Viruses, virus diseases, experimental 


tumour research and tissue culture. 
3. Bacteria and fungi in relation to disease 
in man, animals and plants. 


Section 


Economie Bacteriology:—Soil, Dairy 
Research and Industrial Microbiology. 


Section 4. 

Section 5. Medieal, Veterinary Agricultural 
Zoology and Parasitology. 

Section 6. Serology and Immunochemistry. 


Section 7. Microbiological Chemistry. 


THE PUNJAB MEDICAL COUNCIL 


The subjoined resume of the minutes of the meet- 
ing of the Punjab Medical Council held on the 23rd 
February, 1935, is forwarded with the compliments of 
the President, Punjab Medical Council, Lahore. 
8th March, 1935. 

With regard to the affiliation of the Ludhiana 
Medical School for Men the Council decided as under : 

‘* That the Ludhana Medical School be recogniz- 

ed upto the 2nd Professional Examination, pro- 

vided : — 
(a) that the number of fresh admission in 
future be limited to 20 for the present, 

(b) that by the 31st December, 1935, the 
Governing Body of the School produce 
evidence of having collected not less than 
Rupees ten thousand in cash in addition 
to tuition fee and other fees received 
from students, 


JOURNAL 
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(c) that the report of the Inspection Committee 
of the Council is satisfactory which will 
visit the School in October, 1935. 


( From the Registrar ). 


BOMBAY MEDICAL COUNCIL 


The following extracts from the summary of the 
proceedings of the meeting of the Bombay Medical 
Council held on 7th February, 1935, are published for 
information :— 

The Council considered the application of Mr. 
K. P. Deshpande, a medical practitioner at Panvel, 
Kolaba District, for the registration of his name under 
section 7 (3) of the Bombay Medical Act, VI of 1912, 
and resolved that, before taking a decision, further 
information should be obtained from him regarding 
the curriculum and its length which he underwent in 
order to get his Diploma. 

The Council proceeded to consider the application 
ef Mr. S. P. Lulla, m.z., B.s., for the restoration of 
his name to the Bombay Medical Register and decided 
that his application should not be granted yet. 

The Council proceeded to ballot for the election 
of an Executive Committee for the year and, in 
accordance with the result of the ballot, declared the 
following six members elected :— 

Lieut.-Col. Sir Jamshedji N. Duggan, Kt., c.1-£., 

0.B.E., D.O., ete. 


Dr. D. A. D’Monte, M.p., F.c.P.s., ete. 


Lt.-Col. W. C. Spackman, F.R.c¢.s., I.M.s. 
Dr. Mangaldas V. Mehta, F.R.c.s., ete. 
The Honourable Khan Bahadur Dr. Sir Nasar- 


vanji Choksy, Kt., ¢.1.8., M.p., F.c.p.s., ete 

Dr. Rajabally V. Patel, M.p., F.c.P.s. 

The Council. resolved that the Visitors appointed 
last year to visit Professional Examinations should be 
continued as such and, as regards the examinations to 
be visited by them, the attention of the Executive 
Committee should be drawn to rule 111 of the Rules 
of the Council. 

The Council proceeded to consider the suggestion 
made by the Local Government, viz., that, as_ the 
question of restricting the practice of medicine and 
dentistry in India to the Nationals of India is a matter 
affecting the whole of India and therefore more appro- 
priate for the consideration of the Government of 
India and the Medical Council of India, it should be 
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taken up with those authorities, and it was resolved 
this suggestion should be accepted and the 
Government of India and the Medical Council of 
india addressed accordingly. 

The Council considered 2 proposal made by the 
ixecutive Committee for the appointment of a Sub- 
Committee to revise the ‘‘Warning Notice ’’ and the 
** Code of Medical Ethies.’’ A Sub-Committee was 
appointed accordingly for the purpose. 

The Council took up the re-consideration of the 
conduct of Mr. Ganpat Subrao Kasyapi, L.m. & s., 
Medical Officer, in-charge Municipal Dispensary, 
Barsi, in completing and submitting on 23rd July, 1933 
Post-mortem Examination Keports on 3 dead bodies 
received by him for the purpose on the same day 
from the Police and answering every one of the severa! 
questions laid down in the form of Report regarding 
the different parts, internal and external, of the bodies, 
whereas he had actually not opened any of those 
bodies, so that the detailed information given by him 
us to the internal organs of the bodies must have been 
untrue to his knowledge, and thus rendering tumseii 
litble to be proceeded against for infamous conduct in 
professional respect. 

After hearing the Solicitor 
Kasyapi, the Council decided that Mr. Kasyapi had 


representing Mr. 
been guilty of infamous conduct in a_ professional 
respect and directed the Registrar to erase his name 
irom the Bombay Medical Register. 

The Council proceeded to consider the application 
f Mr. M. T. Ramehandani, m.B., B.s., for the restora- 
tion of his name to the Bombay Medical Register and 
decided that his request for the restoration of his name 
io the Register should not be granted yet. 

The Council proceeded to consider the Reports 
received from the Visitors appointed to visit Profe- 
ssional Examinations for the L.C.P.S., Bombay, last 
year and resolved that the attention of the College of 
Physicians and Surgeons of Bombay should be drawn 
io the deficiencies indicated by the Visitors. 


CAMPBELL MEDICAL SCHOOL REUNION 


The third session of the Re-Union of the past and 
present students of the Campbell Medical School was 
held on the 19th January, 1935, under the president- 
ship of Dr. Nibaran Chandra Ukil who graduated 
from this school in 1879 

Besides the ex-students residing in Caleutta, 
Mymensingh. 


Murshidabad, 


some past students from Rajshahi, 


Paridpur, Darbhanga, Ranchi, 
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Burdwan, ete., joined the function, prominent 
amongst whom are Drs. Hemanta Chatterjee, B. 


Sanyal, Mrs. Singh, Miss 8. Dutta, K. P. Sen, Rai 
Sahib P. C. Roy, Ahi Bhusan Mukherjee, Anil 
Chakraborty and D. P. Banerjee. Amongst the for- 
mer teachers and staff, Drs. Sir U. N. Brahmachari, 
Rai Bahadur H. N. Ghosh, D. P. Ghosh, J. M. Das, 
T. Ahmed, B. Chakraborty and P. Roy were present. 

At the request of Dr. K. P. Sen, the Medical 
Exhibition was opened on the 19th morning by Lt. 
Col. A. D. Stewart, 1.m.s. He stressed on the utility 
of re-unions of this nature and the Medical Exhibi- 
tion which allowed opportunities to the profession to 
come in contact with the products of the firms. He 
eulogised the services rendered by the products of this 
premier Medical School and requested the exhibitors 
to prepare always the standardised medicine of potent 
value so that both the medical profession and the 
public may be benifited by their use. He was 
thanked by Dr. A. B. Mukherjee of Burdwan for the 
interest taken by him for the cause of the students of 
this Institution. This over the students played on 
their Orchestra and Lt.-Col. Stewart, Lt.-Col Kapur, 
Dr. N. C. Ukil and others were led to each of the 
stalls by Drs. Amulya Mukherji and Amrita Roy, the 
Hony. Secretaries. In the afternoon, students, ex- 
students and guests numbering about 1200 were enter- 
At the night 
on the same day the present students staged Bangali. 
On the 20th and 2lst mornings, there were scientific 
meetings and demonstrations in the wards and in the 


tained with tea and light refreshment. 


afternoon there was a very nice show of physical feats 


by the students and a cricket match between the 
past and present students was held on the 20th noon 
On the 20th 


evening a musical soiree was arranged and on the 


and a tennis match on the 21st afternoon. 


21st night the past students staged Mantra Sakti. 

A special feature of this year’s Resunion was the 
holding of prize distribution ceremony of the institu- 
tion along with the Re-union which was presided over 
by Sir M. N. Roy Choudhury of Santosh. On the 21st 
noon the past and present students of the institution 
met at a meeting presided over by Major General 
D. P. Goil, 1.m.s., Surgeon-General with the Govern- 
ment of Bengal and gave an address to Sir U. N. 
Brahmachari, the former teacher of the school, for 
the honour shown to him by the Government in con- 
ferring on him the Knighthood in recognition of his 
scientific contributions to the medical world. 


(Received 12th March, 1935) 
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The question of medical ethics is one of consider- 
able importance to every medical man and now that 
the question is before the Bengal Council of Medical 
Registration, we hope our readers will favour us with 
a criticism of the above suggestions and forward us 
their views, in order to enable us to arrive at a satis- 
the 


environment of the province of Bengal and India in 


factory code of medical ethics as is possible in 


general. 


Editor. 


ITEM No. 2 (m) 


RECOMMENDATIONS OF THE COMMITTEE ON THE REVISION 
oF ETHICAL RULES IN FORCE IN BENGAL. 


BENGAL COUNCIL OF MEDICAL REGISTRATION 
Warning Notice. 
Part I 


The following ‘‘ Warning Notice ’’ which appears in 
the British Medical Register is reproduced for the inform- 
ation of medical practitioners registered in Bengal, as 
the Bengal Council of Medical Registration proposes to 
apply the principles therein laid down in so far as they 
are relevant under Indian Enactments. 


Warning Notice. 
(As published in the British Medical Register for 1934). 


The General Medical Council desire to bring to the 
notice of registered medical practitioners the following 
statement which summarises the Resolutions and Deci- 
sions of the Council upon forms of professional misconduct 
that have from time to time been brought before the 
Council in the exercise of their disciplinary jurisdiction 
over the members of the medical profession. 


The jurisdiction is conferred upon the Council by 
the 29th section of the Medical Act, 1858, which is as 
follows :— 


‘““ Tf any registered medical practitioner shall be con- 
victed in England or Ireland of any felony or dis- 
demeanour, or in Scotland of any crime or offence, or 
shall after due enquiry be judged by the General Council 
to have been guilty of infamous conduct in any _pro- 
fessional respect, the General Council may, if they see 
fit, direct the Registrar to erase the name of such 
medical practitioner from the Register.’’ 


It must be clearly understood that the instances of 
professional misconduct which are given below do not 
constitute, and are not intended to constitute, a com- 
plete list of the offences which may be punished by 
erasure from the Medical Register: and that by issuing 
this notice the Council are in no way precluded from 
considering and dealing with any form of professional 
misconduct (as, for example, immorality involving abuse 


of professional relationship) which may be brought before 
them, although it may not appear to come within the 
scope or precise wording of any of the categories herein 
set forth. Circumstances may and do arise from time to 
time in relation to which there may occur questions of 
professional conduct which do not come within any of 
these categories. In such instances, as in all others, the 
Council have to consider and decide upon the facts brought 
before them. 

1. CERTIFICATES, NOTIFICATIONS, REPORTS, ETC. 

Registered medical practitioners are in certain cases 
bound by law to give, or may be from time to time called 
upon or requested to give certificates, notifications, 
reports, and other documents of a kindred character, 
signed by them in their professional capacity, for subse- 
quent use either in Courts of Justice or for administrative 
purposes. 

Such documents include, among others, Certificates, 
Notifications, Reports, etc. 

(a) Under the Acts relating to births, 
disposal of the dead. 

(b) Under the Acts relating to Lunacy and Mental 
Deficiency and the Kules made thereunder; 

(c) Under the Vaccination Acts and the Orders 
made thereunder; 

(d) Under the Factory Acts and the Regulations 
made thereunder; 

(e) Under the Education Acts; 

(f) Under the Public Health Acts and the Orders 
made thereunder; 

(g) Under the Workmen’s Compensation Acts; 

(hk) Under the Acts and the Orders relating to the 
notification of infectious diseases; 

(i) Under the National Insurance Acts and_ the 
Regulations made thereunder; 

(j) Under the Old Age Pensions Acts and_ the 
Regulations made thereunder; 

(k) Under the Merchant Shipping Acts; 

(1) In connection with sick benefit, insurance and 
friendly societies; 

(m) For procuring the issue 
passports ; 

(n) For excusing attendance in courts of justice, 
in the public services, in public offices, or in 
ordinary employments; 

(0) In connection with naval and military matters; 


deaths or 


of Foreign Office 


(p) In connection with matters under the control 
of the Ministry of Pensions. 


Any registered practitioner who shall be shown to 
have signed or given under his name and authority any 
such certificate, notification, report, or document of a 
kindred character, which is untrue, misleading, or 
improper, whether relating to the several matters above 
specified or otherwise, is liable to have his name erased 
from the Medical Register. 
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2. UNQUALIFIED ASSISTANTS AND COVERING 


The employment of any registered medical practi- 
tioner in connexion with his professional practice of an 
assistant who is not duly qualified or registered, and the 
permitting of such unqualified person to attend, treat, or 
perform operations upon patients in respect of matters 
requiring professional discretion or skill, is, in the opinion 
of the Council, in its nature fraudulent and dangerous to 
ihe public health, and any registered medical practitioner 
who shall be shown to have so employed an unqualified 


assistant is liable to have his name erased from the 
Medical Register. 
Any registered medical practitioner who by _ his 


presence, countenance, advice, assistance or co-operation, 
knowingly enables an unqualified or unregistered person, 
whether described as an assistant or otherwise, to attend, 
treat, or perform any operation upon a patient in respect 
of any matter requiring professional discretion or skill, to 
issue or procure the issue of any certificate, notification, 
report or other document of a kindred character (as more 
particularly specified in Division I hereof), or otherwise 
io engage in professional practice as if the said person 
were duly qualified and registered, is liable on proof of 
the facts to have his name erased from the Medical 
Register. 

The foregoing do not apply so as to restrict the 
proper training and instruction of bona fide students or the 
legitimate employment of dressers, midwives, dispensers, 
surgery attendants and skilled mechanical or the technical 
assistants, under the immediate personal supervision of a 
registered medical practitioner. 


3. SALE oF PorIsons 


The employment, for his own profit and under cover 
of his own qualifications, by any registered medical 
practitioner who keeps a medical hall, open shop, or other 
place in which scheduled poisons or preparations contain- 
ing scheduled poisons are sold to the public, of assistants 
who are left in charge but are not legally qualified to sell 
scheduled poisons to the public, is in the opinion of the 
Council a practice professionally discreditable and fraught 
with danger to the public, and any registered medical 
practitioner who is proved to have so offended will be 
liable to have his name erased from the Medical Register. 


4. DANGEROUS DRUGS 


The contravention by a_ registered medical practi- 
tioner of the provisions of the Dangerous Drugs Act and 
the Regulations made thereunder may be the subject of 
criminal proceedings, and any conviction resulting there- 
from may be dealt with as such by the Council under 
the powers given them by Section 29 of the Medical Act, 
1858. But any contravention of the Acts or the Regula- 
tions, involving an abuse of the privileges conferred there- 
under upon registered medical practitioners, whether such 
contravention has been the subject of criminal proceedings 
or not, will, if proved to the satisfaction of the Council, 
render a registered medical practitioner liable to have his 
name erased from the Medical Register. 


5. ASSOCIATION WITH UNQUALIFIED PERSONS 


Any registered medical practitioner who, either by 
administering anaesthetics or otherwise, assists an unquali- 
fied or unregistered person to attend, treat, or perform an 
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operation upon any other person, in respect of matters 
requiring professional discretion or skill, will be liable on 
proof of the facts to have his name erased from the 
Medical Register. 


6. ADVERTISING AND CANVASSING 
The practices by a registered medical practitioner— 


(a) of advertising, whether directly or indirectly, 
for the purpose of obtaining patients or 
promoting his own professional advantage; 
or, for any such purpose, of procuring or 
sanctioning or acquiescing in the publication 
of notices commending or directing attention 
to the practitioner’s professional skill, know- 
ledge, services, or qualifications, or depre- 
ciating those of others; or of being associated 
with or employed by those who procure or 
sanction such advertising or publication, and 

(6) of canvassing or employing any agent or can- 
vasser for the purpose of obtaining patients; 
or of sanctioning, or of being associated with 
or employed by those who sanction, such 
employment, are in the opinion of the 
Council contrary to the public interest and 
discreditable to the profession of medicine, 
and any registered medical practitioner who 
resorts to any such practice renders himself 
liable on proof of the facts to have his name 
erased from the Medical Reg’ster. 


7. ASSOCIATION WITH UNCERTIFIED WOMEN 
PRACTISING aS MIDWIVES 

Whereas it has been made to appear to the Council 
that certain registered medical practitioners have from time 
to time, by their countenance or assistance, or by issuing 
certificates, notifications, or other documents of a kindred 
character, enabled uncertified persons to attend women 
in childbirth otherwise than under the direction and 
personal supervision of a duly qualified medical practi- 
tioner contrary to law; 

And whereas such conduct is in the opinion of the 
Council discreditable to the profession of medicine, and 
calculated to defeat the purpose of the Statutes made in 
the public interest for the protection of mothers and 
infants; 

Notice is hereby given that any registered practi- 
tioner who is proved to have so offended will be liable to 
have his name erased from the Medical Register. 


BENGAL MEDICAL COUNCIL 


Part II 
A Code of Medical Ethics 


GENERAL ADVICE 


The following general advice and remarks on some of 
the main principles of Medical Ethics, as set down in 
Dr. Robert Saundby’s* book of ‘‘ Medical Ethics ’’ and 


*For further information consult ‘‘ Medical Ethics ’ 
by Professor Robert Saundby, published by Charles Griffin 
& Co., London. Price Rs. 6/9. 
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approved by the Bengal Medical Council, are published 
for the information and guidance of registered practi- 
tioners : 


‘‘ There are three principles which may be regarded 
as the corner stones of medical ethics. In the relation of 
a medical practitioner towards his colleagues, he should 
obey the golden rule, which teaches that ‘‘ Whatsoever 
ye would that men should do to you, do ye even so to 
them; in his relations to his patients, their interests 
should be his highest consideration—‘Aegroti salus suprema 
lex’; in his relation to the State, to the laws of his country, 
and his civic duties, there is no better guiding principle 
than the words: ‘ Render, therefore, unto Cesar the 
things that be Cesar’s’; in other words, obey all lawful 
authority. 


The duty that a medical man owes to the profession 
of which he is a member is one of the highest he is called 
upon to fulfil, as his obligations to his country can alone 
be allowed to have greater claims upon him. He should 
cherish a proper pride in his calling, and disparage it 
neither by act nor word, but endeavour to increase the 
public esteem in which it is held by good and worthy 
deeds. His life should be discreet and sober, avoiding 
excess or extravagance of dress and demeanour. 


He should regard with respect the regulations of all 
duly constituted professional bodies which are set in 
authority over him by the laws of his country, or by the 
rules of those medical societies of which he is voluntarily 
a member, and he should obey them in spirit as well as 
in letter. 


He should respect professional opinion, and not stand 
aloof from movements designed to promote the interests of 
the profession; if unable to agree with the course adopted 
by the majority, he should abstain from manifesting 
publicly his dissent by addressing letters to lay news- 
papers, but should confine himself to urging his opinions 
in those professional journals which are open to him. 


In all dealings with patients, the interest and ad- 
vantage of their health should alone influence his 
conduct towards them. As their trust in the profession is 
great, so the obligation to be true to their interests is 
greater, and any signal failure in this respect is wholly 
discreditable and inexcusable. 


The consequences of breach of this rule may be most 
serious from a professional point of view, involving even 
the removal of the offender’s name from the Medical 
Register, but only the grossest case are thus brought to 
light. In most instances the individual’s conscience is the 
sole arbiter, for no one can judge motives; hence there is 
urgent need to avoid those slight departures from recti- 
tude by which the sensitiveness of this private monitor 
may become deadened. 


The medical practitioner must not only deal honestly 
with his fellowmen, but he is called upon to show more 
than usual benevolence towards them, so as to maintain 
the honourable tradition by which the physician is re- 
garded as the friend of all persons, without respect to 
race, creed, or social position. 


Part III. 


The following simple code of Medical Ethics adopted 
by the Bengal Council of Medical Registration is published 
as recommended for observance of all practitioners 
registered under the Bengal Medical Act, 1914 :— 
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SoME OBJECTIONABLE PRACTICES 


1. The following and similar practices which tend to 
lower the dignity of the profession should be avoided :— 


(a) Soliciting private practice, either personally or by 
advertisement in the newspapers, by placards, or by the 
distribution of circulars, cards, or hand-bills or by giving 
as commission a percentage of fees received. 


(b) Entering into any compact in his personal capa- 
city with a pharmacist or any manufacturer or firm 
dealing with medical and surgical appliances or requisites, 
to receive a share in the profits arising from the sale of 
medicines prescribed, or medical or surgical appliances. 

(c) Keeping an open shop, that is, one for the sale of 
medicines, medical or surgical appliances, etc., other than 
those prescribed by himself or by another registered 
practitioner, or styling his dispensary in such a way as to 
cause it to be taken for a chemist’s shop, e.g., ‘‘ Nelson 
& Co., Dispensing Chemists,’’ etc. 

(d) Deriving pecuniary profit from the sale of any 
secret remedy. 


(e) [Taking any part in the manufacture, or sale, of 
a proprietary food or medicine.]* A practitioner should 
not allow his name to be associated in any way with 
articles of this description or lend himself to the puffing 
of such articles. 


(f) Receiving commissions from trades-people in 
return for recommending them or their wares, or from 
dentists for recommending patients and paying com- 
missions to hotel proprietors, lJodging-house keepers, 
monthly nurses, midwives or others for introduction to 
cases. 


(g) Writing prescriptions in a private formula of 
which only a particular pharmacist has the key. Such 
secret prescriptions are unprofessional. 


(h) Covering persons who do not hold a registrable 
qualification under the Medical Acts, or the Bengal 
Medical Act or the other Indian Provincial Medical 
Registration Acts, or entering into any compact with a 
person who is not registered and who owns an institution 
for the treatment of patients by Electro-Theraveutics, 
X-ray Therapeutics, Vaccine Therapy, etc., and receiving 
a share or commission from the profits of any such 
business of a medical nature. 


(i) Associating with foreign medical men who do not 
possess a medical qualification recognised for registration 
by the General Medical Council as an additional quali- 
fication. 


(j) Associating with medical agents of manufacturers 
whose sole object is to advertise products of particular 
manufacturers. 


(k) Agreeing to attend any patient on the terms of 
cure no pay.”’ 


(1) Exhibiting publicly a scale of fees. 


(m) Publishing or sanctioning the publication of 
reports of cases or operations or other treatment, or letters 
of thanks from patients, or of any kind of laudatory 
notices with regard to professional matters, with or with- 
out photographs, in non-professional newspapers or 
journals. 


*Omission, suggested by Committee for discussion in 
meeting, 
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(x) Discussing the futility or utility of different 
methods of diagnosis or treatment of various diseases, in 
the lay press under their names and designations or by 
correspondence, or by granting interviews to the repre- 
sentatives of the lay press, and allowing the same to be 
published in or under their names. 

(0) Publishing, or sanctioning the publication, in lay 
papers of the subject or substance of lectures in the 
diagnosis or treatment of diseases to be delivered by 
them. 


MEDICAL CERTIFICATES 


2. (a) Certificates issued by a medical practitioner 
over his signature should correspond strictly with facts 
within his personal knowledge, and should not be untrue, 
misleading or improper. 

(b) They should not cover more than the actual 
period during which the patient had been under his 
personal observation. 

(c) They should not be given 
extraneous reason. 

Certificates granted in contravention of the above 
will make the practitioner liable to have his name erased 
from the Medical Register. 


for inadequate or 


MepicaL ATTENDANCE IN GENERAL AND CONSULTATIONS 


3. No member+ should meet in consultation any 
practitioner who does not hold a qualification registrable 
in Bengal or whose name has been removed from the 
Kegister by order of the Council for infamous conduct in 
a professional respect. 

There is no objection to a_ registered practitioner 
seeing a patient even if already attended by an un- 
qualified practitioner. 


Every member should endeavour to observe 
punctuality in consultation appointments. If the medical 
attendant has not arrived within a reasonable time (e.g., 
a quarter of an hour after the appointed hour), the 
consultant shall be at liberty to see the patient alone, and 
should leave his conclusions in writing in a_ sealed 
envelope. The consultant also should be as punctual as 
possible. 

5. The result of the consultation shall be mutually 
arranged between the medical attendant and the consult- 
ant, and the duty of announcing it to the patient's 
friends shall rest with the medical attendant. 


6. Differences of opinion should not be divulged 
unnecessarily but when there is an irreconcilable difference 
of opinion, the circumstances should be frankly and 
impartially explained to the patient’s friends by the 
medical attendant. It is open to them to seek further 
advice, either, as is preferable, in consultation with 


those already in attendance, or with the medical 
attendant only. 
7. The attendance of a_ consulting practitioner 


should cease when the consultation is concluded, unless 
another appointment is arranged by the medical attend- 
ant or unless the patient has dispensed with the services 
of the medical attendant and engaged those of another. 


+‘Member’ means a member of the medical profession 
who is a registered practitioner. 
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In no case shall the consulting practitioner treat the 
patient alone or hand him over to his assistants or 
remove him to a nursing home or private hospital, 
without the knowledge of the medical attendant or 
injure the latter’s position in any respect. 

8. When it becomes the duty of a_ practitioner 
occupying an official position to see and report upon a 
case of illness or injury, he should communicate with 
the practitioner in attendance, so as to give him _ the 
option of being present. The practitioner seeing the case 
officially should scrupulously avoid interference with, or 
remarks upon, the treatment or diagnosis that has been 
adopted. 

g. When a consultant in his room sees a _ patient 
at the request of a medical practitioner, it is his duty 
to write to the latter, stating his opinion of the case, 
with the mode of treatment he thinks should be 
adopted, and he shall not again see the same patient 
without a fresh note from his medical attendant. 

1o. A member entrusted with the case of the 
practice of another member during sickness or absence 
should not charge the absent practitioner for his 
service, except in the case of a special arrangement 
between the practitioners. 

11. A member called upon in an emergency to visit 
a patient, who under ordinary circumstances would have 
been attended by another member, should, when the 
emergency is provided for, retire in favour of the 
ordinary medical attendant, but shall be entitled to 
charge the patient for his services. 

12. When a member is consulted by a_ patient 
whom he has previously attended during the course of 
the same illness at the request of another practitioner, 
he may propose a consultation with the said practitioner, 
but should decline to take charge of the case. 

i3. When a member is requested to attend a patient 
already under the care of another practitioner ( the case 
not being one of urgency), he should decline to do so, 
except in consultation with the practitioner in attend- 
ance, or, in case the consultation be not agreed to, until 
the practitioner in attendance has been informed ( in 
writing, if possible) that his services are no _ longer 
desired. 

14. When a practitioner is consulted at his own 
residence, it is not necessary for him to inquire if the 
patient is under the care of another practitioner, but if 
that fact should transpire, the interest of the patient or 
courtesy may require that the medical attendant be 
informed of the consultation and its results. 

15. There are no fixed fees in the medical pro- 
fession, if by that expression is meant a tariff regulated 
by some recognized rule to which either a patient or a 
practitioner can appeal: but there are customary fees 
which vary with the place, the status of the practitioner 
and other circumstances. Fees are reduceable at the 
discretion of the practitioner. 

16. There is no rule that medical practitioners 
should not charge one another for their services, but it 
should be regarded as a pleasure and privilege to give 
one’s services freely to a professional brother, his wife 
and children or to a medical student. 

17. Care should be taken in using or encouraging 
the use of patent or proprietary foods or medicines: 
before recommending or sanctioning them the practitioner 
should acquire some general knowledge of their composi- 
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tion and evidence that their claim to be wholesome and 
serviceable is well founded, 


18. A medical practitioner is justified in refusing to 
continue attendance on a case— 


(a) Where he finds another practitioner is in 
attendance ; 


(b) Where other remedies than those prescribed by 
him are being used. 

(c) Where his remedies are refused ; 

(d) Where he is convinced the illness is an 
imposture, and he is being made a_ party 
to a false pretence ; 

(e) Where the patient persists in the abuse of 
opium, alcohol, chloral or similar poisons. 

He is not in any way bound to give up a Case 
because he cannot cure it, so long as the patient desires 
his services. 

19. A medical practitioner is under an obligation 
to his patient to preserve his secrets and in legal matters 
should, except with the patient’s consent, answer 
questions only at the express direction of the Judge or 
Magistrate presiding in a court of law. 

A medical practitioner is not bound to answer 
questions put to him by policemen except as provided 
in Section 44 Cr. P. Code. 

N. B. Section 44 Cr. P. Code enjoins every person 
aware of the commission of, or of the intention of any 
other person to commit, certain serious offences to give 
information to the nearest magistrate or police officer. 


The serious offences referred to are, for example, 
offences against the State, public tranquility, rioting, 
murder, robbery, dacoity, mischief by fire, offences 
punishable with death or transportation for life. 


20. No medical practitioner should volunteer to 
give evidence in a Court of law against any person who 
has been under his professional care. He should only 
appear on subpoena. 


21. Medical Officers of Health should not visit a 
patient under the care of a medical practitioner without 
notice and should not express doubt or dissent . with 
respect to the diagnosis before the patient or his friends. 
A Medical Officer of Health or Sanitary Authority ought 
not to demand a statement of the symptoms upon 
which a diagnosis of a notifiable disease was based by 
any medical practitioner. 


22. It is the duty of medical practitioners as 
citizens to assist cordially in carrying out the provisions 
of the Public Health Acts especially with regard to the 
notification of diseases so as to enable the Public Health 
Authorities to take preventive measures to check the 
spread of epidemics. 


HospITaLs AND DISPENSARTES 


23. Appointments in nursing homes or lying-in- 
hospitals: medical practitioner should enter into 
any compact with a nurse, midwife or any other person 
who may own or manage a _ private hospital nursing 
home, or a lying-in-hospital, ncr receive a share of the 
profits therefrom. 

24. It is not proper for a practitioner to style a 


private nursing home, dispensary, consulting room, 
office or hospital after his own name. 


JOURNAL 
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25(a) It is not in consonance with professional 
ethics that a medical institution should be advertised in 
the lay papers unless such institution is registered under 
Act 21 of 1860 as a charitable society or is a Govern- 
ment institution. 

(6) No medical man should accept donations for the 
treatment of poor patients in a private hospital owned 
and managed by himself. 


MISCELLANEOUS 


26. No medical practitioner should make use of an 
unduly large signboard, and only in cases where there 
are several entrances, or the building has more than 
one frontage, should more than one signboard be placed. 
The Board should never indicate more than the name, 
degree or diploma and rank or title, if any, with bare 
details of any particular line of practice. Thus it would 
be proper to add Physician,’’ 


Surgeon or 
‘“ Physician and Surgeon,’’ ‘‘ Ophthalmic Surgeon,’’ or 


“Throat and Nose specialist’’ or such other single 
designation of one speciality only. The practitioner 
should not notify treatment of a disease by a special 
line of treatment, e.g., treatment of diabetes by insulin ; 
nor is it advisable to mention on a board any position 
he may be holding, or have previously held on _ the 
staff of a hospital or other institution. 


27. Any member of the medical profession may be 
called ‘‘ Dr.’’ by courtesy but no one should assume the 
title by placing it on his door plate, visiting card, etc., 
who does not possess the doctor’s degree of a 
University. 


GOVERNMENT OF INDIA BILL 
Medical qualifications. 


119—(1) So long as the condition set out in 
subsection (3) of this section continues to be fulfilled, 
a British subject domiciled in the United Kingdom 
oe India, who, by virtue of a medical diploma granted 
to him in the United Kingdom, as a qualified medica! 
practitioner shall not by or under any law of the 
Indian Legislature, or of the Federal or any Provin- 
cial Legislature, be excluded from practising medi- 
cine, surgery or mid-wifery in India, or in any part 
thereof, or from being registered as qualified to do so, 
on any ground other than the ground that the diploma 
held by him does not furnish a sufficient guarantee 
of his possession of the requisite knowledge and skill 
for the practice of medicine, surgery and midwifery, 
and he shall not be so excluded on that ground unless 
the law of the Federation or of the Province, as the 
ease may be, makes provision for securing— 


(a) that no proposal for excluding the holders 
of any particular diploma from practice 
or registration shall become operative un- 
til the expiration of twelve months after 
notice thereof has been given to the 
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Governor-General and to the University 
or other body granting that diploma; and 


(b) that such as proposal shall not become 
operative or, as the case may be, shall 
cease to operate, if the Privy Council 

on an application made them under the 

next succeeding subsection determine 
that the diploma in question ought to be 
recognised as furnishing such a sufficient 
guarantee as aforesaid. 

(2) If any University or other body in the United 
Kingdom which grants « medical diploma, or any 
British subject who holds such a diploma, is aggrieved 
by the proposal to exclude holders of that diploma 
in India, that body or 


person may make an application to the Privy Council, 


from practice or registration 


and the Privy Council, after giving to such authorities 
and persons, both in India and in the United kingdom, 
us they think fit an opportunity of tendering evidence 
ov submitting representations in writing, shall deter- 
mine whether the diploma in question does or does not 
furnish sufficient guarantee of the possession of the 
requisite knowledge and skill for the practice or medi- 
notify their 
shall 


cine, surgery and midwifery, and shall 
determination to the (Governor-General, who 
communicate it to such authorities, and the cause if 


to be published in such a manner, as he thinks fit. 


(3) The condition referred to in subsection (1) of 
this section is that Indian subjects of His Majesty 
holding a medical diploma granted after examination 
in India shall not be excluded from practising medi- 
cine, surgery or midwifery in the United Kingdom or 
from being registered therein as qualified medical 
practitioners, except on the ground that that diploma 
does not furnish a sufficient guarantee of the possession 
of the requisite knowledge and skill for the practice 
of medicine, surgery and midwifery, and shall only be 
excluded on that ground so long as the law of the 
United Kingdom makes provision for enabling any 
question as to the sufticieney of that diploma to be 
referred to and decided by the Privy Council. 

(4) A medical practitioner entitled to practise or 
to be registered in India by virtue of a diploma granted 
in the United Kingdom, or in the United Kingdom 
by virtue of a diploma granted in India, shall not in 
the practice of his profession he subjected to any 
restriction or condition to which persons entitled to 
practise by virtue of diplomas granted in the other 


country are not subject. 
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(5) The foregoing provisions of this section shall, 
subject to the modifications hereinafter 
apply in relation to Burman subjects of His Majesty 
who, by virtue of medical diplomas granted to them 
in Burma or the United Kingdom, are, or are entitled 
to be, registered in the United Kingdom as qualified 
medical practitioners as they apply in relation to 
British subjects domiciled in the United Kingdom 
who, by virtue of medical diplomas granted 


mentioned, 


in the 
United Kingdom, are, or are entitled to be, registered 


in the United Kingdom as qualified medical practi- 
tioners. 
The said modifications are as follows, that is to 
say,— 
(a) subsection (3) shall not apply and _ the 


reference in subsection (1) to the condi- 
tion set out shall be 
omitted; 


therein deemed 
(b) any reference in subsection (2) or subsec- 
tion (4) to the United Kingdom shall be 

construed as a reference to Burma. 

(6) Nothing in this section shall be construed as 
affecting any power of any recognised authority in the 
United Kingdom or India to suspend or debar any 
person from practice on the ground of misconduct, or 
to remove any person from a register on that ground. 

(7) In this section the expression ‘‘ diploma ’ 
includes any certificate, degree, fellowship, or other 
document or status granted to persons passing exa- 
minations. 


Officers of Indian Medical Service, etc. 


120. 
Majesty as a medical 


A person who holds a commission from His 
Indian Medical 
Service or any other branch of His Majesty's forces 


officer in the 


and is on the active list shall be deemed to be quali- 
fied to practice medicme, surgery and midwifery in 
British India, and be entitled to 
British India or any part thereof as so qualified. 


be registered in 


THE DANGERS OF QUACK MEDICINES 


In spite of repeated exposures and_ particularly 


the book on the ‘* Composition of Secret Remedies,”’ 
published by the British Medical the 
trade flourishes and even reputable journals are full 
of their extra-ordinary 
An important statement on the dangers that 


Association, 
of glaring advertisements 
virtues. 
may result from this uncontrolled sale has, therefore, 
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been prepared by the Council of the Royal College of 
Surgeons at the request of the Standing Committee 
on Scientific Research of the Economie Advisory 
Council (a body appointed by the Government ). 
The Council of the Royal College of Surgeons declares 
that the sale of secret remedies has reached large 
dimensions and that in the interests of the public it 
should be placed under some control. Among the 
objectionable features of the uncontrolled sale 
mentioned the following :— 


are 


1. The remedy may contain some drug that is 
as acetanilild (headache powder). 
fraudulent, 
3. The 
general 


injurious, such 
2. More generally the remedy is purely 
containing nothing of therapeutic value. 
claims made are always exaggerated and in 
are purely fraudulent. The college points out that 
some form of control is exercised in many countries. 
In Germany a large group of preparations can be sold 
only under medical prescription and eannot be adver- 
In France they can be sold only under govern- 
ment approval. In England there is no effective 
control either of the composition of secret remedies or 
of the claims made for them; in fact, proprietary 
medicines are definitely excluded from the operation 


of the Food and Drugs Act. 


tiser. 


Reealling that in 1914 a select cimmittee (appoint- 
ed by the Government) advocated the giving of 
wide powers of control over both the sales and the 
claims made, to the ministry of health, the Council 
expresses the opinion that the problem can be dealt 
with adequately only on these lines. Such control 
should ensure that the article is not injurious, that 
its deseription is not fraudulent, that the sale and 
‘methods of advertisement are not against the public 
interest, and that no medicine or appliance is adver- 
tised as a cure for blindness, Bright’s disease, cancer, 
consumption, diabetes, epilepsy, fits, locomotor ataxia, 
lupus or paralysis. A bill is at present being consi- 
dered by the parliamentary committee on food and 
health, the object of which is to prohibit the sale or 
advertisement of medicines or appliances for the cure 
of certain conditions, the use of fictitious testimoniais 
and the offer of diagnosis or treatment by correspon- 
dence. The representatives of the ‘‘ patent medi- 
cine ’’ trade declilned to support any bill on the lines 
of the select committee’s report, but it agreed not to 
oppose a measure such as has now been drafted. 


( Foreign letters, J.A.M.A. 104:1, 1935 ). 
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PROPOSED RADICAL CHANGES IN THE 
PUBLIC HEALTH SERVICE 


pro- 


CostINEscu, minister of public health, 
posed the adoption of a regulation intended to en- 
courage young physicians to settle in villages where 


there is The 
state would guarantee to such new physicians 2,000 
lei ($20) a month. The ministerial council has ap- 
proved the idea but finds that the plan cannot be en- 
forced by a regulation, so it has instructed the minister 
to draft a law, to be placed shortly before the national 


a great scarcity of able practitioners. 


assembly. 

The ministerial council wishes to alter this plan 
by a radical change in the public health service. Ac- 
cording to its plan, every public health service, state 
or private, should be under the direction and control 
of the ministry of health. All county and municipal 
hospitals would come into the sphere of action of the 
ministry. Health institutes (social insurance, pay 
offices) would carry on their administration autonoimi- 
cally, but the medical staff would be under the control 
of the ministry. 


(Foreign letters J. A. M. A, Dee., 29, 1934). 


INDIAN MEDICAL COUNCIL 


Mr. Farevuar Macrar, the Indian 
Medical Council, is not seeking a renewal of his agree- 


ment with the Government of India and will vacate 


secretary to 


his appointment shortly. 

Under the constitution of the Council, its seere- 
tary for the first four years following its establishment 
is a nominee of the Governor-General. 

Mr. Macr&’s original agreement was for one year 
and it expired several weeks ago. He was invited to 
renew it for the remainder of the four years term but 
decided after consultation that he would prefer not to 
do so. 

(Statesman, Ist April, 1935). 


CASE-MORTALITY OF DIPHTHERIA IN 
EUROPEAN COUNTRIES 


In reply to a question put to him recently in the 
House of Commons, the Minister of Health gave the 
following Table as the latest information available in 
this country about the case-mortality of diphtheria 
abroad. 


I. M.A. 
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AN ANTI-NOISE EXHIBITION 
Conntey. 223. The Prime Minister will open on May 31st next, 
mes2° at the Science Museum, South Kensington, an exhi- 
ntl bition organised by the Anti-Noise League, whose 
wal _ chairman is Lord Horder. The exhibition will remain 
ove France—Statistique du Move- 
" ment de la Population. 20,899 110 open throughout June, and probably conclude with a 
‘he ‘ 
nn Cesmenp~-etitinien Bete congress during the last week. It is intended to pre 
buch (Diphtheria and sent a survey of the problem of noise in its many 
ap- Croup) 57,822tf 71 aspects, and the co-operation of the Ministry of Trans- 
neil Poland—Concise _Statistical port, the Air Ministry, the National Physical Labora- 
ter Year Book 17,187t 51 tory, the Post Office Research Laboratories, the British 
nal Austria—Statistisches Hand- Boradeasting Corporation, the Industrial Health Re- 
buch 989 21,607 46 search Board, the Air Defence Experimental Estab- 
an Belgium—Annuaire Statis- lishment, and a number of industrial research labora- 
455 2,016 226 tories has already been obtained. Mr. G. W. C. 
ite Denmark—Dodsaarszgerine Kaye, p.se., of the National Physical Laboratory, is 
rol (Diphtheria and Croup) 147 5,416tf 27 chairman of the research and development section; 
val Spain—Resumen de natalid- Prof. CavE Browne Cave of the transport and machi- 
he ady mortallidad 933 1,181 8,366 141 nery section; Mr. Hopr Bacenat of the building sec- 
ay Italy—Statistica delle Cause tion; and Sir Henry Ricnarps of the organising com- 
ni- ent mittee. The Science Museum has placed generous 
‘ol accommodations at the disposal of the organisers, and 
og Melishesiiatdiiens 51 1,8674t it As hoped to display many interesting exhibits of 
1). : ; noise abatement appliances. A small “ silent ’’ house 
Retaate~Teeiine 192 4,251f 45 is to be erected which will incorporate the latest archi- 
4,246F 
tectural and building designs and materials for sound- 
93 2,576¢E proofing and sound-absorption. The demonstrations 
will include silenced pneumatic drills, motor bicycles, 
e- a 2,26544 typewriters, vacuum cleaners, and electric motors, and 
: so on; the latest devices for the measurement, analy- 
te J 
* Derived from source given in second column. PSY" 
p- t Derived from epidemiological report. League of Nations. chological aspects of noise will receive attention. 
at t Derived from official publication of country concerned. (The Lancet, Feb. 2nd, 1935). 
ir 
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